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Abstract 
Background  
Clinical practice is an integral part of nursing education and the clinical 
learning environment plays a significant role in enabling students to attain their 
learning outcomes. It has long been suggested that student learning outcomes from 
clinical practice can be improved by calibrating the clinical environment to suit their 
expressed needs. It is important to understand students’ perceptions of the clinical 
learning environment in order to maximise their learning. 
A range of Western nursing education research findings emphasise that 
interpersonal staff-student relationships are pivotal to students’ attainment of clinical 
competence during placement. The Western orientation of the studies and related 
findings, however, is not necessarily translatable to non-Western settings. To date, no 
research on this issue has been conducted in Vietnam. 
Aims  
The intention of this research was to investigate nursing students’ perceptions 
of the clinical learning environment in Vietnam. Vietnamese language research 
instruments to measure nursing students’ perceptions had not been developed; 
therefore, a validated English instrument, the modified Clinical Learning 
Environment Inventory (Newton, Jolly, Ockerby, & Cross., 2010), was selected and 
translated for this study purpose. This study investigated the following research 
questions: 
1) Is the translated Vietnamese Clinical Learning Environment Inventory 
valid and reliable in the Vietnamese context? 
2) What factors do nursing students perceive obstruct or facilitate their 
learning within the clinical environment in Khanhhoa Provincial Hospital 
in Vietnam? 
Research design 
This was a two-phase study. The first phase involved the translation into 
Vietnamese and content validation of the Vietnamese version of the modified 
Clinical Learning Environment Inventory (Newton et al., 2010) using Brislin’s back-
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translation model (Brislin, 1970), most recently outlined by Sousa and Rojjanasrirat 
(2011). The second phase involved a cross-sectional survey in which the Vietnamese 
version of the modified Clinical Learning Environment Inventory (V-CLEI), 
comprised of 50 items rated using a 4 point Likert scale and three structured 
questions, was administered to a cohort of 209 Vietnamese nursing students at 
Khanhhoa Medical College, Vietnam. Reliability and construct validity of the V-
CLEI were examined using quantitative data. Students’ perceptions were measured 
using both quantitative and free expression data. 
Results 
Phase One content validity results initially indicated that the final Vietnamese 
version of the Newton et al.’s (2010) CLEI was equal to the original in terms of 
conception and content. Contrary to this result, Phase Two reliability testing revealed 
that the V-CLEI was not a valid and not reliable measure of Vietnamese nursing 
students’ perceptions of the clinical learning environment in the study context.  
In terms of students’ perceptions, there were inconsistencies between the 
results from V-CLEI and from their structured questions responses. Overall, student 
scores on the Likert scale were mid-range (possible score 50 – 200) with a mean of 
121.7 (SD = 13.6) indicating that students rated their perceptions positively, while 
structured question responses did not support these results. The following factors 
were found to be associated with students’ perceptions: clinical practice location (p < 
0.05) and clinical timeframe (p < 0.05). In structured question responses, barriers to 
learning seem to dominate facilitating factors in the clinical learning environment. 
Barriers included high student-to-patient ratios, uncooperative patients, un-
innovative teaching approaches, short clinical timeframes, dense clinical/study 
schedules, unclear clinical task allocation, inadequate learning facilities, and staff 
work overload. The two major facilitating factors were clinical teacher and preceptor 
interest in student learning and willingness to teach, as well as positive interactions 
between students and their clinical teachers or preceptors.  
Conclusion 
The V-CLEI is unlikely to be valid and reliable in the Vietnamese context. 
Further modifications of the Inventory need to be undertaken to produce an 
instrument that accurately measures nursing students’ perceptions of Vietnamese 
clinical learning environments.  
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Given the overall findings in the students’ scores on the V-CLEI and the results 
that emerged from the structured question responses, the study does provide some 
initial information that informs future improvements to the quality of the clinical 
learning environments provided by the College. 
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Chapter 1: Introduction 
1.1 INTRODUCTION 
This chapter presents a brief overview of how the educational environment 
influences learning. It provides the background relevant to the Vietnamese nursing 
education context, highlighting the concepts of interest within this study, as well as 
the study aims and research questions. An overview of the research design and thesis 
chapters follows. 
1.2 BACKGROUND RELEVANT TO THE STUDY 
1.2.1 Educational environment 
The term “educational environment” broadly refers to the diverse physical 
locations, contexts, and cultures in which students learn. The educational 
environment is a key component of learning. In adult learning contexts it strongly 
influences students’ satisfaction with their educational experience and is also 
associated with students’ level of academic achievement (Ambrose, 2010; Bryan, 
Kreuter, & Brownson, 2009; Cranton, 2010; Genn, 2001; Knowles, Holton Iii, & 
Swanson, 2012; Merriam, 2010b). In order to provide the optimum educational 
environment, education providers should ideally understand students’ perceptions of 
their experiences of learning in a given environment, thereby enabling analysis of 
existing structures and the planning of beneficial change to enhance learning.  
In health education, educational environments have long been identified as a 
key influence on students’ acquisition of clinical competence (Genn, 2001; Wayne, 
2013). Considerable research in health education globally has evaluated the 
educational environment and its effect on student learning. Research findings support 
the notion that student’s perceptions of their learning environment has a significant 
impact on their learning behaviour, satisfaction, and academic success (Abraham, 
Ramnarayan, Vinod, & Torke, 2008; Pai, Menezes, Srikanth, Subramanian, & 
Shenoy, 2014; Veerapen & McAleer, 2010; Wayne, 2013).  
In nursing, educators have similarly investigated the learning environment, 
focusing principally on the measurement of students’ perceptions of the clinical 
learning environment (Chan, 2004; Dale, Leland, & Dale, 2013; Grealish & Ranse, 
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2009; hhLöfmark & Wikblad, 2001; Leners, Sitzman, & Hessler, 2006; Newton, 
Jolly, Ockerby, & Cross, 2012; Papathanasiou, Tsaras, & Sarafis, 2014; Perli & 
Brugnolli, 2009; Rezaee & Ebrahimi, 2013; Saarikoski et al., 2013; Skaalvik, 
Normann, & Henriksen, 2011; Smedley & Morey, 2010; Sundler et al., 2013; Warne 
et al., 2010). A variety of research instruments have been developed to investigate 
nursing student views (Chan, 2002; Courtney-Pratt, Fitzgerald, Ford, Johnson, & 
Wills, 2014; De Witte, Labeau, & De Keyzer, 2011; Newton, Jolly, Ockerby, & 
Cross, 2010; Watson et al., 2014). Findings from these studies suggest that the 
quality of the nursing clinical practice environment varies within organisations and 
from country to country. What remains constant is that the clinical education 
environment has a powerful effect on nursing students’ learning and their 
development of professional competence. 
1.2.2 The Vietnamese health context 
Vietnam is a nation in transition. Its population reached 90 million at the end of 
2013 and the national economy is developing rapidly. These factors, along with 
climate change, are linked to changing disease patterns causing the country to face 
extreme health challenges (Ministry of Health, 2013). The country’s health care 
system is therefore faced with a range of health issues, such as the increasing 
incidence of chronic and lifestyle related diseases, HIV/AIDS, and cancer (Ministry 
of Health 2013; WHO, 2012). To cope with this situation, the government has placed 
human resources at the centre of health care improvements. In "The Five Year Health 
Sector Development Plan 2011 - 2015" (Ministry of Health, 2010), the Ministry of 
Health determined that the healthcare workforce does not have the capacity to meet 
these challenges. In light of this, the government has acted to strengthen the health 
care workforce. Examples include legislation such as the "Law of Examination and 
Treatment" (Vietnam Parliament, 2009), which regulates essential competency and 
experience benchmarks for health workers to obtain a licence to practise, and the 
mandating of strategies such as the "National Strategy on Protection, Care and 
Improvement of Peoples’ Health in the Period 2011 - 2020, with Visions to 2030" 
(Vietnam Parliament, 2013), which target the provision of primary and high quality 
health care services for the population. 
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1.2.3 Nursing education in Vietnam 
In relation to the nursing workforce, recent government level developments 
aim to improve nursing education provision and in turn, the capability of the 
profession to meet emergent population needs. For example, the Ministry of Health 
adopted the "Nursing Competency Standards" for Bachelor-prepared Nurses in 2012 
(Ministry of Health, 2012) and the Ministry of Education and Training developed a 
tertiary education curriculum framework based on these competency standards. In 
2007, the Ministry of Health and the Ministry of Internal Affairs issued the “Joint 
Circular Guide to the Payroll of the State Health Department”, which requires the 
ratio of doctors to nurses or midwives to be increased from the current ratio of 1:1 to 
1:3. Compared to similarly located and developing Asian countries, the ratio of 
doctors to nurses in Singapore is 1:3; in Thailand it is 1:5 and in Indonesia it is 1:7 
(WHO, 2014). This clearly indicates a mismatch between the required and the 
current number of nurses in the Vietnamese health care system. To fill this gap in the 
nursing workforce there is a high demand to produce sufficiently competent and 
efficient nurses. This requires a substantial change in nursing education. 
The nursing profession in Vietnam is currently transitioning from a medically-
dominated and traditional didactic teaching model to an autonomous profession with 
nursing-specific professional benchmarks. Developments in nursing education in 
Vietnam need to match this change and contribute to it through the integration of 
student-centred education methods that draw on adult learning concepts and other 
relevant theories to obtain effective training outcomes (Vietnamese Government, 
2005). To achieve this, Vietnam nursing education has received both internal support 
from government policies that support the development of human resources, as well 
as external support designed to strengthen nursing teacher capability from other 
countries such as the Netherlands (Secondary Medical School Project) and Australia 
(AusAid and the Queensland University of Technology-Atlantic Philanthropies 
Project). As a result, nurse educator qualifications and capabilities are improving. 
However, this is only one element in the clinical education system and Vietnam 
nursing education institutions are currently facing many other factors that negatively 
affect nurses’ educational preparation. Anecdotal evidence from nursing students 
over the past decade suggests that the quality of clinical learning environments in 
Vietnamese hospitals does not meet their learning needs. Feedback indicates a 
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growing level of overcrowding of students at clinical sites, a lack of confidence in 
taking care of real patients, a lack of opportunities to implement learning, and a lack 
of consistency between college and hospital learning experiences. These conditions 
negatively affect student learning. The Vietnamese graduate nurse’s capacity cannot 
be improved without an educational environment that provides quality clinical 
learning opportunities that overcome these issues. There is a clear need to enhance 
the quality of clinical training in nursing education in Vietnam to facilitate student 
attainment of nursing competencies and workforce improvement. 
1.2.4 The study context: Khanhhoa Medical College 
Khanhhoa Medical College was one of several nursing schools in Vietnam 
selected to participate in the Building Capacity for Nurse Education Project (the 
Secondary Nursing School Project and Queensland University Of Technology-
Atlantic Philanthropies Project) to improve nursing education in line with 
government expectations. The college offers a three year Bachelor of Nursing course. 
Approximately 300 new nursing students enrol in the college each year. Students 
spend the first year studying foundation subjects, while the second and third years 
are spent in clinical practicum in health care settings and on campus in skills labs or 
lectures to further develop capability. 
Clinical practicum and related competency development are integral 
components of the second and third years of the program. Towards the end of their 
third and final year, students have largely completed the theory component of the 
undergraduate program. During practicum they are therefore expected to 
independently perform basic nursing skills (e.g. monitor vital signs, administer 
medication, and undertake wound dressings) and to have some independence in 
clinical decision-making and problem-solving. Students complete their clinical 
learning across a number of health care settings and also move through a range of 
different practice specialties, such as orthopaedics and general medicine. Clinical 
practice is arranged in blocks of field practice, with each block lasting between one 
and four weeks. The total of clinical practice over the three-year course is 950 hours. 
In clinical settings, students are supervised by clinical teachers who are also lecturers 
at the college, head nurses and nursing staff. Each clinical teacher supervises a group 
of approximately 50 students. Due to human resource constraints, clinical teachers 
must move from ward to ward and organisation to organisation supervising students. 
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Compared to some Western contexts where the facilitator to student ratio is 
approximately 1:8 during clinical practice in a nursing course (Bourgeois, Drayton, 
& Brown, 2011; McKenna & Wellard, 2004), this 1:50 ratio results in a low level of 
supervision and restricts access to clinical teaching. Such factors are known to 
contribute to an ineffective clinical learning environment and poor student learning 
(Dale, et al., 2013; Saarikoski, Warne, Kaila, & Leino-Kilpi, 2009; Severinsson & 
Sand, 2010). 
1.3 PROBLEM STATEMENT AND SIGNIFICANCE OF THE STUDY 
The Vietnamese government has placed the healthcare workforce at the centre 
of national healthcare improvement strategies. To achieve this goal, Vietnamese 
health education needs to undergo significant improvement to provide competent 
human resources to the healthcare system. Nursing education has been a particular 
target for improvement, with the aim of enabling graduates to meet the requisite 
competencies to achieve licensure. In light of this, the three and four year base level 
Bachelor programes have been in place for approximately ten years. As noted, the 
system is currently adopting a new competency-based nursing curriculum. Nursing 
competency standards in Vietnam are articulated and supported by the Ministry of 
Health (Ministry of Health, 2012) and yet there is a mismatch between policy and 
education provision, as the endorsed nursing curriculum does not ensure students 
meet the competency standards. As Nguyen (2009) stated, “the course syllabus 
focuses on theoretical subjects, but doesn’t emphasise practical training” (p. 108). As 
nursing is a practice-based profession and clinical practice is extremely important to 
enable nursing students to develop their capabilities, robust approaches to address 
this knowledge gap and contribute to the development of nursing education in 
Vietnam are warranted.  
1.4 AIMS, OBJECTIVES, AND RESEARCH QUESTIONS OF THE STUDY 
1.4.1 Aims  
The overall aim of this study was to investigate nursing students’ perceptions 
of factors that facilitated or obstructed their learning in the clinical environment at 
Khanhhoa Provincial Hospital in Vietnam. Study findings will inform future 
initiatives that seek to improve the Vietnamese nursing clinical learning environment 
and positively influence nursing students’ attainment of clinical competence. There is 
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a clear need to understand how students perceive their current clinical placement as 
grounds to enhance the quality of this learning environment in Vietnam. However, 
Vietnamese language research instruments to measure nursing students’ perceptions 
of clinical learning environment are unavailable. For the purpose of this study, an 
English language instrument-the modified Clinical Learning Environment Inventory 
(Newton et al., 2010) was selected. This inventory collects data on students’ 
perceptions of the clinical learning environment and it was translated and validated 
for use in the Vietnamese context within this study. 
1.4.2 Objectives 
1) Translate and validate the modified Clinical Learning Environment 
Inventory (Newton et al., 2010) for use in Khanhhoa Medical College in 
Vietnam. 
2) Explore nursing students’ perceptions of the barriers and facilitators to 
attaining competence in the clinical learning environment, using the 
Vietnamese language version of the Clinical Learning Environment 
Inventory. 
3) Make recommendations for future clinical education in the Vietnamese 
nursing context. 
1.4.3 Research questions 
1) Is the translated version of the modified Clinical Learning Environment 
Inventory valid and reliable in the Vietnamese context? 
2) What factors do nursing students perceive obstruct or facilitate learning 
within the clinical environment in Khanhhoa Provincial Hospital in 
Vietnam? 
1.5 RESEARCH DESIGN AND METHODS 
This was a two-phase study. The first phase involved the translation into 
Vietnamese and content validation of the modified Clinical Learning Environment 
Inventory (CLEI) (Newton et al., 2010). The second phase comprised a cross-
sectional survey in which the Vietnamese version of the modified CLEI (Newton et 
al., 2010) was administered to a cohort of Vietnamese nursing students at Khanhhoa 
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Medical College, Vietnam.  The method used in this research is presented in detail in 
Chapter 5.  
1.6 THESIS OUTLINE 
This thesis comprises seven chapters. The following chapters include a review 
of the literature, the theoretical framework, the research instrument, the research 
methodology, the results, and the discussion. 
Chapter 2 reviews the literature on the clinical learning environment for 
undergraduate nursing students. It begins with a brief overview of the clinical 
learning environment (CLE), including definitions and the role of CLE in nursing 
education. A discussion of the key interpersonal factors known to have a powerful 
influence on students’ learning during clinical placements follows. The research gap 
is identified in the last section. 
Chapter 3 presents Knowles’s Adult Learning Theory, the theoretical 
framework that underpins this study. This chapter incorporates a description of the 
theory’s history, a critique of the six adult learning principles underpinning the 
theory, and an exploration of how those adult learning principles informed this study. 
Chapter 4 provides the rationale for the selection of the instrument used in this 
study to measure students’ perspectives of the CLE. Historical perspectives of 
research instruments in this field are firstly presented. The chapter continues with a 
discussion of the strengths and limitations of the Inventory used in this study (the 
modified version of the Clinical Learning Environment Inventory (Newton et al., 
2010) and the supplementary structured questions developed for this study that were 
added to the end of the Inventory. 
Chapter 5 outlines the research process, which was conducted in two phases 
(Phase One and Phase Two), and the ethical considerations pertinent to this study. 
Phase One comprised the translation of the research instrument, including a back- 
translation process and methods to assess content validity. The description of Phase 
Two in this chapter embraces recruitment and data collection procedures, data 
cleaning, and analysis methods. Methods to ensure rigour are also described. 
Chapter 6 presents the results of both phases of this study. Phase One results, 
including the methods used to translate and content validate the research instrument 
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(V-CLEI) are reported, followed by the Phase Two results comprising the outcomes 
of psychometric testing of the V-CLEI and a description of students’ perceptions of 
the clinical learning environment.  
Chapter 7 comprises a discussion of the main findings. The strengths and 
limitations of the study, and recommendations for further research and future 
practice in the field, are also suggested. 
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Chapter 2: Literature Review 
2.1 INTRODUCTION 
The purpose of this chapter is to review the literature pertaining to the clinical 
learning environment (CLE) for undergraduate nursing students. This chapter begins 
with a brief overview of the CLE, including definitions and the role of CLE in 
nursing education. This is followed by a review of relevant research into the issues 
known to affect students’ learning during clinical placements, including a discussion 
of the key interpersonal factors that have emerged from research and are known to 
have a powerful influence on students’ learning. The last section summarises the 
literature review and identifies the research gap. 
The CINAHL, Medline, Nursing Reference Center, and ERIC databases were 
used to identify papers published between 2001 and 2014 relevant to these issues. 
This time frame was selected to capture recent changes in contemporary nursing 
education. The search statements used included “clinical learning environment”, 
“clinical education”, “clinical supervision”, and “nursing students’ perceptions”. 
These were developed in consultation with the Health Librarian at the Queensland 
University Of Technology Library. Searches on Google and Google Scholar were 
also undertaken to access grey literature. Further relevant information was identified 
by hand searching the reference lists of the retrieved works. 
2.2 DEFINITION OF CLINICAL LEARNING ENVIRONMENT (CLE) 
The CLE refers to the learning environment that offers nursing students 
exposure to real patients in actual health workplaces. There are many definitions of 
CLE. For example, Papp, Markkanen & von Bonsdorff (2003) stated that “the 
clinical environment encompasses all that surrounds the student nurse, including the 
clinical settings, the equipment, the staff, the patients, the nurse mentor, and the 
nurse teacher” (p. 263). CLE is also defined as a series of experiences, meaning that 
it is an interactive network of forces within the clinical placement that influences 
students' achievement of their clinical learning outcomes (Dunn & Burnett, 1995). In 
contrast, Orton (1981), described the CLE as “a group of stable characteristics 
unique to a particular clinical setting and impacting on the behaviour of individuals 
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within that setting” (p. 27). In light of the variety of definitions available, for the 
purposes of this study the clinical learning environment is considered an interactive 
network of multiple human and physical factors. These factors exert both positive 
and negative influences on the provision of quality clinical education, on the nature 
of student learning, and the student’s subsequent development of professional 
capability. Human factors and the related interpersonal relationships are considered 
the major focus and components of the clinical learning environment investigated in 
this study. 
2.3 ROLE OF THE CLINICAL LEARNING ENVIRONMENT 
Nursing is a practical profession; hence, the clinical practice element of the 
learning environment is integral to the achievement of nursing students’ learning 
goals. The development of learner capabilities is dependent on both theoretical 
knowledge and, more importantly, how this knowledge is translated into practice 
(Cope, Cuthbertson, & Stoddart, 2000; Lyckhage & Pennbrant, 2014). It is clear that 
the knowledge learned in classrooms is not sufficient for students to become 
competent nurses who meet the expectations of the healthcare workforce (Clarke & 
Copeland, 2003; Elcigil & Sari, 2008; Lyckhage & Pennbrant, 2014; Raelin, 2008; 
Williams, 2010). Practice in clinical environments therefore offers nursing students 
the chance to connect and transform knowledge and theory from the classroom, to 
use it to inform clinical decisions, and to integrate it with the practical skills 
necessary to provide care in the clinical world (Ambrose, 2010; Clarke & Copeland, 
2003; Cope, et al., 2000; Elcigil & Sari, 2008; Evans & Fuller, 2006; Gaberson, 
Oermann, & Shellenbarger, 2014; Papp, et al., 2003; Raelin, 2008; Williams, 2010). 
Practice in clinical environments requires learners to engage with their 
experiences and to generate their own learning from everyday practice in real-life 
contexts (Manley, Titchen, & Hardy, 2009). In this way, students' nursing skills are 
developed through experience, by participating with, and observing registered nurses 
while they implement care with patients (Adelman-Mullally et al., 2013). 
Additionally, learning through practicum enables learners to use previous 
experiences as the subject of critical reflection. This is especially so when learning 
activities mine the original experience with the intention of moving beyond 
competence to develop capability, wherein students analyse and extrapolate from the 
original experience and theoretical knowledge to solve problems in a clinical 
 Chapter 2: Literature Review 11 
situation not previously encountered (Evans & Fuller, 2006). It is these learning 
experiences that are a significant feature of nursing education and how professional 
course exit outcomes are attained (Cranton, 2010; Crowe & O'Malley, 2006; Daley, 
2001). Thus, clinical practicum is one of the most powerful learning tools available 
to nursing students to strengthen their understanding of academic concepts through 
practical application. In other words, clinical practice is an important bridge where 
nursing students fill the gap between previous abstract theoretical knowledge and the 
development of practical skills and competence. 
2.4 FACTORS AFFECTING STUDENTS’ LEARNING IN CLINICAL 
LEARNING ENVIRONMETNS  
Numerous components of the CLE are reported to enable or hinder students’ 
learning. Examples include the quality of role models, the nature of supervision, 
learning opportunities, human relationships (interpersonal factors), and the climate of 
the health facility (organisational factors) (Courtney-Pratt, et al., 2014; Grealish & 
Ranse, 2009; Happell, 2008; Koontz, Mallory, Burns, & Chapman, 2010; Newton, 
Billett, & Ockerby, 2009; Newton, Cross, White, Ockerby, & Billett, 2011; 
Papastavrou, Lambrinou, Tsangari, Saarikoski, & Leino-Kilpi, 2010; Ralph, Walker, 
& Wimmer, 2009; Saarikoski, Isoaho, Warne, & Leino-Kilpi, 2008; Saarikoski, et 
al., 2013; Warne, et al., 2010). In order to consolidate students’ knowledge and 
nursing skills, and to develop their clinical expertise, competence is best acquired in 
supportive and reasonably structured clinical environments (Bosher, 2008; Hartigan-
Rogers, Cobbett, Amirault, & Muise-Davis, 2007; Papp, et al., 2003; Rezaee & 
Ebrahimi, 2013; Salamonson et al., 2011). However, clinical events are complex and 
often unpredictable, many occur simultaneously, and there is sometimes limited 
control over what happens in these environments (Nehring & Lashley, 2009; Rezaee 
& Ebrahimi, 2013). Any change in a component within the clinical environment 
implies changes to interactions in the whole environment. This is particularly true of 
interpersonal factors, which are a key influence on students’ attainment of learning 
outcomes (Hartigan-Rogers, et al., 2007; Morris, 2007). The main component of 
interpersonal factors is the nature of the inter-personal relationship between the 
student and the clinical supervisor (Robinson, 2009; Saarikoski, et al., 2009). 
Research on the impacts of this component on students’ learning is discussed next. 
 12 Chapter 2: Literature Review 
2.4.1 Influence of the student-supervisor relationship  
The student-supervisor relationship, that is, the relationship between the 
student and their clinical teachers or nurses in the health care team, is the most 
important factor influencing students’ satisfaction with the clinical learning 
environment (Levett-Jones, Lathlean, Higgins, & McMillan, 2009; McClure & 
Black, 2013; Saarikoski, et al., 2009; Severinsson & Sand, 2010). Previous studies 
have demonstrated the influence of the supervisory relationship on students’ clinical 
learning and perceptions of satisfaction in a number of ways. Warne and colleagues 
(2010) investigated nursing students’ perceptions of supervisory relationships in the 
CLE in seventeen nursing schools in nine European countries using the Clinical 
Learning Environment, Supervision and Nurse Teacher (CLES +T) evaluation scale 
(n = 1903). Students rated the CLE they experienced within the following 
dimensions: pedagogical atmosphere on the ward, supervisory relationships, the 
leadership style of Ward Managers, premises of nursing, and the role of the nurse 
teacher. Data were collected from Cyprus, Belgium, England, Finland, Ireland, Italy, 
the Netherlands, Spain, and Sweden using a web-based questionnaire. The findings 
indicate that respondents were mainly satisfied with their clinical placements (42% 
of respondents were satisfied or very satisfied and 44% were neither dissatisfied nor 
satisfied) and the level of satisfaction was clearly linked to the quality of supportive 
supervisory relationships. From the perspective of the students who participated in 
this study, the supervisory relationship was the single most important factor in the 
CLE that influenced the quality of their clinical learning experience (mean = 3.91, p 
= .00). This is similar to findings reported in previous work conducted by Saarikoski, 
Leino-Kilpi and Warne (2002) and Saarikoski et al. (2008) who used the same 
previously validated and reliable instrument. However, the size and the cross-country 
generalisation of the sample were problematic. A more detailed analysis comparing 
the countries would require larger individual country sub-samples, which would help 
resolve this limitation in future studies of this nature. 
More recently, nursing students’ perceptions of the CLE at a Greek nursing 
school (n = 196) were assessed by Papathanasiou and colleagues (2014) using the 
Clinical Learning Environment Inventory (CLEI) (Chan, 2002), which is a valid and 
reliable tool that has been used internationally. The students in this study considered 
good supervisory relationships to be the key enabler of good learning experiences in 
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the clinical setting. These findings are consistent with other studies in different 
countries, such as Chan (2004), Henderson, Heel, Twentyman, and Lloyd (2006), 
Midgley (2006), Chan and Ip (2007), Smedley and Morey (2009); and Perli and 
Brugnolli (2009). The congruence of the results of these studies highlights the 
primacy of the student-supervisor relationship. The critical components of this 
relationship are discussed next. 
2.4.2 The components of a constructive student-supervisor relationship 
The student-supervisor relationship is described as a constructive relationship 
in which the supervisor acts as a positive and effective role model of good nursing 
practice (Koskinen & Tossavainen, 2003). A constructive relationship depends on 
the positive personal attributes of the supervisor, who is perceived as one who is 
willing to spend time, to share knowledge and experience, and to support the student 
(Barkun, 2006; Burns, Beauchesne, Ryan-Krause, & Sawin, 2006). In addition, the 
supervisor should have the capacity to provide feedback that is helpful to students’ 
learning (Burns, et al., 2006). These components of a constructive clinical 
supervisory relationship demonstrated from relevant research are reviewed in detail 
below. 
Role modelling 
A role model was first defined by Merton (1936 in Holton 2004) as a person 
who sets an example for others to emulate (Holton, 2004). He hypothesised that 
individuals compare themselves with reference groups of people who occupy the 
social role to which the individual aspires (Holton, 2004). Bell (1970) supported 
Merton’s definition when his work in this field indicated that people try to learn and 
imitate a role model’s behaviour, and assimilate the role model’s attitudes and values 
(Bell, 1970). In nursing education, all clinical teachers (preceptors, as well as nursing 
staff) are potentially useful role models of nursing practice in the real world. The 
positive impacts of role models on students’ attainment in clinical practicum are 
discussed next. 
Clinical supervisors as role models contribute significantly towards students’ 
perceptions of most aspects of their clinical learning environment through their 
actions, feedback, supervision, and performance  (Brown, Williams, & Lynch, 2013). 
By working closely with clinical teachers, preceptors, and staff members, students 
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can observe, reflect, and have much to gain from the way senior nurses adapt their 
practice to fit the demands of a complex and ever-changing clinical environment 
(Gaberson, et al., 2014).  
Evidence confirming the importance of role modelling in clinical education 
was provided in a study by Donaldson and Carter (2005). This grounded theory study 
comprised focus groups that investigated the views of Scottish nursing students (n = 
42) regarding the value of role modelling in learning within the clinical area. The 
findings suggested that observing the way clinical instructors behave in the presence 
of real patients helps students to modify their own practice to meet the observed 
standard of exemplary models and enables them to evaluate their own performance 
relative to that standard (Donaldson & Carter, 2005). This study provided insight into 
the value of role modelling from the students’ perspective, which is that good role 
models have a strong positive influence on the clinical learning environment, and on 
the development of students’ competence and confidence. This is consistent with 
later research into nursing students’ perspectives in which role modelling by clinical 
mentors was clearly identified as a substantive component of clinical environments 
that assisted students to acquire competence (Adelman-Mullally, et al., 2013; 
Hayajneh, 2011; Koontz, et al., 2010). Although participants in Donaldson and 
Carter’s (2005) study were recruited from only two institutions in Scotland and the 
findings might not be transferable to other contexts, the findings do corroborate 
arguments that quality clinical modelling can enhance students’ learning 
(Bourbonnais & Kerr, 2007; Burns, et al., 2006). It is clear that the attributes of the 
clinical role model are an important factor in the clinical environment, which 
contributes to the development of nursing students capabilities. 
Similar conclusions were reached in a Canadian study undertaken by Perry 
(2009), in which eight nurses identified by their colleagues as excellent role models 
were interviewed and observed over a period of 320 hours. The results suggested role 
modelling helps students to translate theory to practice through observation and 
interaction with an exemplary role model who performs nursing care and models the 
practice subtleties that students then learn. The author proposed that excellent role 
models who have outstanding professional capabilities and interpersonal skills are 
not only able to teach practical nursing procedures but also able to teach the often 
tacit or unspoken aspects of exemplary nursing care and pass on their craft 
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knowledge. In other words, role modelling is one way that nurses can help to move 
nursing students beyond simple mechanical or procedural skills toward integrated 
competence. Perry (2009) also concluded that positive clinical experiences are 
amplified if students are partnered with registered nurses who are expert clinicians 
willing and able to teach. These conclusions corroborate those of other studies, 
which indicate the substantial impact of role modelling in nursing clinical training 
(Adelman-Mullally, et al., 2013; Belinsky & Tataronis, 2007; Sundler, et al., 2013). 
In summary, quality role modelling assists nursing students to learn how to 
perform nursing skills with real patients. Through a process of observation and 
interaction with role models, students acquire dimensions of competence that allow 
them to make the subtle adjustments needed in the real health environment. In other 
words, role modelling is recognised as a teaching strategy to help nursing students 
transfer theoretical knowledge into practice in the journey to gain professional 
competencies, and clinical role models contribute, in part, to the outcomes of future 
nurse practitioners. 
Access to quality mentoring 
The frequency of contact between learners and their facilitators is a crucial 
factor in the mentoring process that satisfies students’ learning needs. This was 
highlighted in a study completed by Saarikoski and colleagues (2009) in 21 Finnish 
nursing schools (n = 549). The views of nursing students were captured with the 
Clinical Learning Environment, Supervision and Teacher (CLES+T) questionnaire. 
The Finnish data indicate that the more contact students have with their facilitators, 
the higher their level of total satisfaction with the clinical placement. This is a strong 
quantitative study, for example, its theoretical structure was underpinned by a 
framework drawn from a number of related empirical studies, a literature review, and 
discussion papers focusing on the role of nurse teachers in clinical practice. The 
instrument employed was also rigorously validated, reporting subscale alpha values 
of between .81 and .92 in this context. Although this study was methodologically 
sound, each country has its own features in clinical education; therefore, the result of 
this study might not be applicable to other countries.  
The findings of Saarikoski et al.’s (2009) work are however confirmed by other 
studies, all of which have reached similar conclusions (Dale, et al., 2013; Mabuda, 
Potgieter, & Alberts, 2008; Severinsson & Sand, 2010). Overall, the frequency of 
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meeting and quality of contact between students and facilitators is one of the 
supervisory relationship components that contributes to a positive clinical 
environment experience for students. 
The role of feedback 
Feedback is defined as an interactive process that aims to provide learners with 
insight into their performance (Henry, 1985) with the assumption that learners use 
feedback to inform self-directed change. Feedback therefore facilitates learning by 
orienting students towards learning goals (Knight & Yorke, 2007). 
The importance of feedback is widely acknowledged in clinical training 
(Walsh, 2014). It has long been recognised that students’ learning can be enhanced 
when they are provided with immediate, constructive, and descriptive feedback 
throughout their clinical practice (Henry, 1985; Poulos & Mahony, 2008; Rezaee & 
Ebrahimi, 2013). This area of clinical education has been well researched with 
numerous quality studies undertaken. For example, the role of feedback in clinical 
placements was explored in a qualitative study in Jordan (Hayajneh, 2011). The 
perceptions of 261 senior Jordanian nursing students about the feedback received at 
their clinical settings were collected using the Critical Incident Technique (CIT). 
Data were generated through nursing students writing a report of motivating 
behaviours they perceived and observed in their clinical instructors. Thematic 
analysis of incidents revealed 10 categories of motivating behaviours. Of these, 
providing specific feedback was a major element that enhanced students’ abilities to 
provide quality care and to be accountable for their professional growth in this 
context (Hayajneh, 2011). These finding are consistent with similar studies 
undertaken in other countries (Ammon-Gaberson, 1987; Clynes & Raftery, 2008; 
Henry, 1985; Poulos & Mahony, 2008; Rezaee & Ebrahimi, 2013), which concluded 
that frequent and timely feedback gives nursing students direction. It helps to 
improve clinical practice by identifying student strengths and weaknesses and 
enabling them, as adult learners, to adjust their practice promptly. Timeliness in 
receiving constructive feedback during clinical practice also helps students’ self-
monitor their performance and enables competence, confidence, and motivation. 
In light of the evidence, it seems that quality mentoring, which comprises 
frequent and timely feedback, is crucial to students’ learning in clinical 
environments. It enables students to promptly recognise strengths and weaknesses in 
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their practice, which is essential for them to be self-directed in making adjustments 
to their practice and achieve learning outcomes. 
2.4.3 Perceptions of belonging 
Students’ sense of making an active contribution to, and feeling a part of, the 
clinical learning environment is an important influence on learning. For example, 
Levett-Jones and colleagues (2009), who conducted a cross-national mixed-methods 
study in Australian and English universities, investigated associations between 
belongingness and clinical learning success. In this study a purposive sample of 
third-year undergraduate nursing students (n = 18) was recruited for in-depth 
interviews, which took place sequentially across the three universities over a nine-
month period. Data were analysed thematically using constant comparison in a style 
similar to grounded theory approach. The findings indicated that positive student-
staff nurse relationships during clinical practice are crucial for belongingness; that is, 
they foster an environment where students feel accepted, included, and valued. In 
turn, belongingness enhanced students’ confidence, allowed them to be self-directed 
in their learning, and enabled them to focus on learning in a supportive climate, 
rather than being preoccupied with interpersonal relationships. The link between 
student-staff relationships, belongingness, and students’ learning was similar across 
the three different nations and programs. These findings demonstrated the role of 
belongingness in facilitating and maximising chances for successful learning by 
creating an environment where students feel welcomed, included, and valued in the 
ward (Levett-Jones et al., 2009). The findings were confirmed by another qualitative 
study by Dale and colleagues (2013) that emphasised how important feelings of 
belongingness are, as this factor enhances the clinical learning experience. 
Hartigan-Rogers and colleagues (2007) also undertook semi-structured 
interviews to investigate newly-graduated nurses’ perceptions of their student clinical 
placements and how these placements affected their functioning as graduate nurses 
(n = 70). In terms of clinical experience, inductive semantic analysis of the data 
revealed that positive clinical experiences are more likely related to how valued and 
supported students feel, rather than the physical aspects of a placement. This 
suggests that from nursing students’ perspectives, a supportive learning environment 
with positive human relationships, wherein students have a sense of belonging, 
contributes to their development of professional capabilities. This conclusion is 
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supported by other studies conducted by Hayajneh (2011) and Rezaee and Ebrahimi 
(2013), wherein students reported that when mentors created feelings of 
belongingness in the clinical environment this helped them to gain self-confidence, 
to be self-directed, and to develop the professional and clinical skills necessary for 
their future careers.  
While Levett-Jones and colleagues’ (2009) study was exploratory and 
consisted of a small sample, their findings are echoed in the quantitative work of 
others using larger samples. For example, Courtney-Pratt and colleagues (2012) 
conducted a mixed-methods study in Australia to evaluate the quality of clinical 
placements for second year undergraduate nursing students. The sample (n = 363) 
included undergraduates (n = 178), clinical facilitators (n = 22), and supervising 
ward nurses (n = 163) in an acute care hospital. Data were collected using a 5-point 
Likert scale questionnaire (the Quality Clinical Placement Inventory) and open-
ended questions for students and supervising nurses. The qualitative findings 
revealed that a sense of welcome and belongingness enabled them to overcome 
emotions (e.g. nervousness and shyness) and built their confidence in seeking advice 
and asking for assistance. One strength of this study is the triangulation of 
quantitative and qualitative data, which illuminates the data from different 
perspectives. Another strength is the large sample, which enhances the 
generalisability of the findings to similar Australian contexts. It should be noted, 
however, that such findings are not necessarily generalisable to other cultural 
contexts; although the survey instruments were validated and had high reliability 
coefficients (Cronbach’ α coefficients > .9 for both the students and nursing survey) 
confirmed through multiple samples.  
In summary, a consistent theme across studies in this field indicates that a 
fruitful supervisory relationship enhances students’ sense of belonging in their new 
environment. This, in turn, encourages students’ motivation to learn, their self-
confidence, and their self-respect, which enables active learning. 
The role of respect and trust 
Mutual trust and respect within the student-supervisor relationship is essential 
to enhance clinical learning.  This is illustrated by a Norwegian study (Severinsson & 
Sand, 2010), which evaluated the clinical supervision and professional development 
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of student nurses during their undergraduate education (n = 147). The Manchester 
Clinical Supervision Scale (MCSS), the Effects of Supervision Scale (ESS) and the 
Focus on Empowerment Supervision Scale (FESS) were used to measure students’ 
perspectives of the impact of clinical supervision and professional development 
during their clinical practicum. The data indicated that the two most important 
factors influencing students’ professional development during their clinical 
practicum were “Supportive yet challenging professional relationships” and 
“Preparatory and confirming relationships”. Specifically, these two factors positively 
correlated with the “Trust/Rapport” component of the MCSS (Spearman’s 
correlation coefficient: r = .61, p < .001 and r = .24, p < .001 respectively). 
Additionally, there was a strong correlation between “Trust/Rapport” and 
“Interpersonal Skills” (p < .001), “Professional skills” (p < .00) and “Communication 
skills” (p < .00). The authors explained these data by positing that good supervisory 
relationships are built on mutual respect and openness to learning needs. Their 
arguments echo those of an earlier study (Severinsson, 1998) which concluded that a 
clinical climate characterised by trust enhances the students’ ability to engage in 
dialogue about practice performance with the supervisor, thus facilitating the 
integration of theory and practice. 
This premise is reinforced by a more recent study by Dale and colleagues 
(2013), which comprised semi-structured interviews that explored Norwegian 
nursing students’ (n = 8) opinions about the role of student-supervisor relationships 
in their clinical learning. The main themes derived from the data emphasised how 
important it is that students are welcomed by ward staff; that that sense of being 
seen, heard, and valued as individuals enhances the clinical learning experience. The 
study affirmed that the relationship between the student and their mentor should be 
built on mutual respect and trust, and that this enhances the students’ opportunity for 
discussion with their supervisors and to address learning outcomes (Dale, et al., 
2013). 
Taken together, these studies provide evidence confirming the need for a sense 
of trust and mutual respect between the student and the supervisor in the clinical 
environment. 
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2.4.4 The impact of poor student-supervisor relationships 
The impact of positive supervisory relationships on students’ learning is clear. 
Conversely, research has also demonstrated that poor relationships occur in CLEs 
and that this is a significant adverse influence on students’ learning. This is 
exemplified in the study conducted by Curtis, Bowen and Reid (2007) who used a 
short questionnaire with open ended items to investigate Australian nursing students’ 
(n = 157) experiences of clinical relationships. The thematic content analysis 
indicated that more than half (57%) of the sample had experienced or witnessed 
nursing staff behaviours that negatively affected their learning. The two major 
themes associated with students’ poor experiences of a supervisory relationship were 
“humiliation and lack of respect” and “powerlessness and becoming invisible”. The 
students who had experienced or witnessed situations where such negative 
behaviours took place described feeling powerless, not being valued, and not being 
respected. In turn, this prevented them from engaging with the health care team, and 
therefore limited their learning opportunities. This is consistent with results reported 
in a UK study where 53% of student nurses (n = 313) had experienced one or more 
negative interactions during their clinical placement (Stevenson, Randle, & Grayling, 
2006). This number was substantially higher in later Canadian research (Clarke, 
Kane, Rajacich, & Lafreniere, 2012) in which 88.72% of participants (n = 674) 
reported experiencing unhelpful behaviours in clinical settings. Although caution 
must be taken in generalising Curtis and colleagues’ (2007) findings drawn from one 
geographical area, these findings do resonate with the findings of similar studies in 
other contexts. 
To explore the nature of unhelpful relationships, Anthony and Yastik (2011) 
undertook semi-structured interviews to investigate American students’ perceptions 
(n = 21) of clinical experiences regarding negative treatment by staff nurses. The 
results suggested poor relationships between nursing students and their facilitators 
were represented by exclusionary, hostile, or rude and dismissive behaviour, which 
created a sense of feeling like outsiders in the health care arena. Being treated in this 
way made the students feel that not only was their contribution to the care of the 
patients insignificant, but that they themselves were insignificant; and these 
experiences made them question whether they wanted to be a nurse or whether they 
could be successful in nursing school. 
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With regard to the impacts of the negative behaviours of mentors, Clarke and 
colleagues (2012) provided more detail in a descriptive quantitative study that 
examined the types, frequencies, and sources of bullying behaviours experienced by 
Canadian nursing students while engaged in clinical education (n = 674). The results 
suggest that nursing students experienced or witnessed bad behaviours frequently, 
most notably by their clinical mentors and nursing staff. Most participants (88.72%) 
reported experiencing at least one act of bullying at clinical settings. This is 
consistent with other international studies, which indicate that approximately 90% of 
students reported that they had experienced unpleasant clinical mentor behaviours 
(Celik & Bayraktar, 2004; Cooper, 2007; Foster, Mackie, & Barnett, 2004). Clark et 
al. (2012) did not directly investigate the influence that negative behaviours of 
mentors have on students; however, the results have shown a high percentage of 
students who considered leaving the nursing programme (13.06%) as a result. The 
effects of mentors’ negative behaviours were also reported in a recent Turkish study 
(Palaz, 2013) (n = 370). In this study, bullying and harassment had a strong effect on 
students, such that students felt anger (91.4%), lost concentration (71.34%), 
decreased motivation (70.8%), and exhaustion (66.4%). Moreover, the academic 
performance of 58.37% of participants was adversely affected as a result of bullying 
and harassment. O'Mara, McDonald, Gillespie, Brown, and Miles’ (2014) study, in 
which 54 Canadian nursing students were interviewed, corroborate these ideas. The 
students indicated that one significant effect of poor relationships was the loss of 
learning opportunities at clinical practice sites. They reported that difficult 
relationships with their facilitators prevented them from asking questions or 
engaging with additional learning experiences, and sometimes it was the students’ 
personal or emotional reactions to a challenge that resulted in the loss of initiative to 
seek out learning opportunities (O'Mara, McDonald, Gillespie, Brown, & Miles, 
2014). 
Taken together, studies that have investigated the unhelpful behaviours of role 
models and unfavourable supervisory relationships demonstrate that negative 
experiences of CLE do occur, and are mainly attributable to negative treatment and 
communication. These experiences adversely affect the CLE by limiting students’ 
learning opportunities. 
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2.5 SUMMARY OF LITERATURE REVIEW AND IDENTIFICATION OF 
GAP IN RESEARCH  
Undergraduates’ perceptions of CLEs have been widely explored using various 
methods, instruments, concepts, purposes, and samples. These studies 
overwhelmingly indicate that clinical practice is integral to the development of 
nursing students’ capabilities and students learn most effectively in clinical 
environments that support and encourage their learning (Bourgeois, et al., 2011; 
Dale, et al., 2013; Hartigan-Rogers, et al., 2007; Levett-Jones, Fahy, Parsons, & 
Mitchell, 2006; Smedley & Morey, 2010). Despite the importance of clinical 
learning experiences to students’ learning outcomes, issues concerning the quality of 
the practicum persist in nursing placements internationally. In particular, poor quality 
CLEs adversely influence students’ learning. All of the studies cited in this chapter 
have emphasised that interpersonal relationships during clinical placements warrant 
optimisation to enhance students’ clinical competence. The Western orientation of 
the studies, however, is not necessarily translatable to non-Western settings. The 
intention of this research is therefore to explore the nursing CLE in Vietnam based 
on the perceptions of the students who were learning within it. This study explored 
the following questions: 
1) Is the translated version of the modified Clinical Learning Environment 
Inventory valid and reliable in the Vietnamese context? 
2) What factors do nursing students perceive obstruct or facilitate their 
learning within the clinical environment in Khanhhoa Provincial Hospital 
in Vietnam? 
The next chapter presents the theoretical framework that underpins this study 
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Chapter 3: Theoretical Framework 
3.1 INTRODUCTION  
This chapter presents the theoretical framework that underpins this study. It 
begins with a history of Malcom Knowles’s Adult Learning Theory, followed by a 
critique of the six adult learning principles underpinning the theory. The chapter 
focuses on how these adult learning principles informed this study. 
3.2 THE HISTORY OF MALCOM KNOWLES’S ADULT LEARNING 
THEORY 
Malcolm Shepherd Knowles (1913-1997) was an American educator 
synonymous with adult education. Knowles began to work in adult education during 
the late 1960s. As a result, he introduced the first adult learning concept, called 
“andragogy” (from the Greek stem “andr-” meaning “man” and “agogos” or 
“leading”) in 1970 (Knowles, 1970, p.38). According to Knowles, andragogy is an 
“art and science which supports adults to learn” (Knowles, 1970, p.38). Knowles 
described andragogy as ‘‘a new label and a new technology’’ that distinguished adult 
learning from the previous tradition of “pedagogy”, wherein students were the 
passive child-like (from the Greek stem  “paid-” meaning “child” and “agogos” 
meaning “leading”) recipients of learning from the all-knowing and powerful teacher 
(Knowles, 1970, p.38). In contrast, andragogy espouses problem-based and 
collaborative approaches that value and draw upon the learner’s previous experience, 
their input into learning and their self-determination in choosing learning content and 
strategies.  
Knowles originally proposed four assumptions about adult learners, which 
were revised in 2012 to six key principles (Knowles, et al., 2012). These are 1) the 
need to know, 2) the learners’ self-concept, 3) the role of the learner’s experiences, 
4) readiness to learn, 5) orientation to learning, and 6) motivation. These principles 
are discussed in detail below and visually represented in Figure 3.1. 
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Figure 3.1. Adult Learning Principles. Adapted from "The Adult Learner" (Knowles, Holton Iii, & 
Swanson, 2012, p. 149.) 
3.3 ADULT LEARNING PRINCIPLES 
In relation to the first principle, the need to know, Knowles et al. (2012) stated 
that adults need to know why, what, and how they need to learn something before 
undertaking to learn it. This principle emphasises that real or simulated experiences, 
such as job rotation and exposure to role models, are potent tools for raising learners’ 
awareness of their need to know. Recognition of this principle assists learners to 
discover for themselves the gaps between where they are now and where they want 
to be. 
1. Learner's Need to Know 
-why 
-what 
-how 
2. Self-Concept of the Learner 
-autonomous 
-self-directing 
3. Prior Experience of the Learner 
-resource 
-mental models 
4. Readiness to Learn 
-life related 
  -developmental task 
5. Orientation to Learning 
-problem centered 
-contextual 
6. Motivation to Learn 
-intrinsic value 
 -personal payoff 
Andragogy: 
Core Adult Learning Principles 
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In the second principle, the learners’ self-concept, Knowles et al. (2012) 
assumed that adults as mature people are autonomous and self-directed. Their 
responsibility for their own decisions in learning is integral to their self-concept. 
Once they have arrived at that self-concept, they develop a deep psychological need 
to be seen by others and treated by others as capable of self-direction. They resent 
and resist situations in which they feel others are imposing their will on them 
(Knowles et al., 2012). With regard to this principle, Knowles et al. (2012) suggested 
that teachers as facilitators should make efforts to create a positive learning climate 
in which adults are helped to make the transition from dependent to self-directed 
learners. 
In the third principle, the role of the learner’s experiences, Knowles et al. 
(2012) proposed that adults come to an educational activity with both a greater 
volume and a different quality of experience from children. Knowles et al. (2012) 
valued the learner’s experiences as an important resource for learning for both 
learners and facilitators. With regard to this principle, they proposed that adults 
define themselves in terms of the experiences they have had and that they use their 
prior experiences to assist their learning. The implication of this notion for adult 
education is that in any situation in which the learners’ experiences are ignored or 
devalued, adults will perceive this as rejecting not only their experience, but rejecting 
themselves as people. 
In the fourth principle, readiness to learn, Knowles et al. (2012) stated that 
adults become ready to learn things in order to cope effectively with their real-life 
situation. Further, their motivation to learn is derived from their developmental needs 
as an individual. According to Knowles et al. (2012) learner’s readiness can be 
encouraged through various teaching approaches, such as exposure to role models or 
simulation exercises. 
In the fifth principle, orientation to learning, Knowles et al. (2012) proposed 
that adults are motivated to learn things when they perceive that learning will help 
them perform tasks or enable them to cope with issues that they confront in real life 
situations. In light of this principle, adults learn new knowledge and skills most 
effectively when these are presented in the real-life context, and the adult learner is 
able to apply and use what they learn in their daily life. 
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The sixth principle, motivation to learn, focuses on the intrinsic value that 
adults apply to learning and the personal payoff involved. Knowles et al. (2012) 
stated that adults are responsive to some external motivators (better jobs, promotions, 
higher salaries, and the like), but the most potent motivators are internal pressures 
(the desire for increased job satisfaction, self-esteem, quality of life, and the like). 
3.4 CRITIQUE OF ANDRAGOGY 
Despite the influence of Knowles’ theory on the field of adult education 
practice, his assumptions that the individual adult learner is autonomous, free, and 
growth oriented has not gone unchallenged. Critiques of andragogy have pointed out 
that the principles imply that where the relationship between learner and teacher is 
consistently respectful of the individual learner’s freedom from authority, the 
learner’s full control over instructional processes might prevent the natural 
tendencies of growth and development (Merriam, Caffarella, & Baumgartner, 2012; 
Pratt, 1993; Sandlin, 2005). In addition, the assumption that all adult learners learn in 
the same way has been challenged, as it ignores other ways of knowing and being, 
and the effects of culture on learning and development (Merriam, et al., 2012; 
Sandlin, 2005). For example, Sandlin (2005) examined andragogy through specific 
cultural lenses, focusing on Knowles’ failure to consider other cultural views. In 
arguing that Knowles’ andragogy universalises the Western viewpoint in education 
and neglects other worldviews, histories, and voices, Sandlin argued that andragogy 
does not necessarily enrich the quality of learning of all learners (Sandlin, 2005). 
Despite these critiques, Knowles’ andragogy is the best-known model of adult 
learning that has guided adult education in Western contexts for over forty years 
(Merriam, 2010a). Its influence on adult learning has been substantial, as it was 
originally proposed (Merriam, et al., 2012). Practitioners who work with adult 
learners continue to find Knowles’s andragogy, with its characteristics of adult 
learners, a helpful rubric for better understanding adults as learners. Further, the 
implications for empirical practice that Knowles draws for each of the principles are 
also considered to be crucial instructions for adult education (Merriam et al., 2012; 
St. Clair, 2002). Despite its limitations, andragogy is recognised as a valuable and 
enduring model for understanding certain aspects of adult learning. 
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Since Knowles’ initial work, a wealth of theories and models have been 
developed that provide descriptions and explanations of adult learning (Ambrose, 
2010; Cranton, 2010; Cyr, 1999; Imel, 1994; Knowles, 1980; Knowles, et al., 2012; 
Lawler, 2003; Merriam, 2001; Merriam, 2010a). Critics claim that the weakness of 
Knowles’ theory is that he has done little to clarify people’s understanding of the 
process of learning (Cranton, 2006; Pratt, 1993). Within the adult learning context, 
some authors have therefore developed and introduced their own adult learning 
models, such as Mezirow’s transformative learning model, which supports adult 
learners in interpreting experience as a learning process (Mezirow, 1991, 2000). 
Although each theory or model has its own features, they are all based on the key 
principles in Knowles’ theory. They all advocate the inclusion of elements of self-
directed learning, which is the main pillar of the adult learning process. 
Consistent with Knowles’ work, the central aspects of teaching for 
transformative learning according to Merizow (2003) and Cranton (2010) are 
empowering, fostering critical reflection and self-knowledge, and supporting 
learners. Although the terms used are not the same, when discussing how teaching 
can promote transformative learning, those features hark back to Knowles’ and 
others who advocate self-directed learning. For instance, involving learners in 
decision making, a strategy for empowering learners, is similar to Knowles’ second 
principle - the learners’ self-concept. In terms of fostering critical reflection and self-
knowledge, Cranton (2010) argued that experiential learning through real-life 
contexts helps to enhance learning by stimulating learners’ critical reflection when 
they are exposed to new or different experiences (Cranton, 2010). This point is 
clearly very similar to Knowles’ orientation to learning principle, where the 
learner’s real life experiences are powerful motivators for learning. In the case of 
nursing students, clinical practicum experiences and participating in nursing care 
with real patients are strong motivators for learning (Daley, 2001; Siggins Miller 
Consultants, 2012). 
Overall, although Knowles’ theorisation of adult learning has been subject to 
critiques about its assumptions, it has been the cornerstone of adult education for 
many decades. 
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3.5 THEORY-BASED ADULT LEARNING IN NURSING  
Adult learning theories have long been recognised as an integral part of 
successful higher education for their capacity to help learners achieve course 
outcomes (Ammon-Gaberson, 1987; Cyr, 1999; Imel, 1994; Knowles, 1980; Signe, 
1983). These learning principles posit that adults are self-directed learners who 
prefer student-centred methods, such as discussion, case studies, or problem-based 
learning. Implementing student-centred strategies requires a significant change in 
focus from the more traditional role of the dominant, expert teacher and the passive 
student who absorbs that expertise. In the developed world, the nurse teacher role has 
shifted from didactic teaching to one of facilitating learning, and the student’s 
preferences have become more central to learning processes (Lawler, 2003; Merriam, 
2001). Higher education literature suggests that student-centred strategies assist 
educators to offer the best learning opportunities for self-directed learners (Ebata, 
2010; Hains & Smith, 2012; Hosseini Bidokht & Assareh, 2011; O'Shea, 2003). 
A number of authors have identified the educational environment as a key 
component of, and influence on, the outcomes of training (Ambrose, 2010; Bryan, et 
al., 2009; Cranton, 2010; Knowles, et al., 2012; Merriam, 2010b). Employing adult 
learning principles enables educators to shape an appropriate educational 
environment that has significant positive implications for the learning process 
(Ambrose, 2010). An example is harnessing the learners’ self-concept principle, 
wherein adults are autonomous and self-directed. They wish to learn in an 
environment in which they are actively involved, seeking out their own choice of 
learning activities based on interest rather than passively receiving what the teachers 
select, within the parameters of their course of study. To do so, the teachers provide 
the students with choices to take part in activities that have learning opportunities 
embedded, such as group work or attempting a clinical procedure. In this way the 
learners can make their own learning plans; and share ideas, experiences, and 
responsibility in a process of mutual inquiry (Knowles, et al., 2012). In other words, 
by creating an environment of mutual inquiry where students’ feelings and ideas are 
respected, students are encouraged to be involved in a process of formulating 
learning objectives that meet student and teacher needs, and students engaging 
actively with learning is one of the teacher-led strategies that can maximise outcomes 
from the learning processes. 
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In aiming to facilitate learning among adult learners in nursing, it is necessary 
to integrate relevant adult learning principles into all aspects of the learning 
interaction (Bryan, et al., 2009; Clapper, 2010). In this way adult learning principles 
act like a scaffold and form an “adult centred” environment that helps nursing 
educators to design and implement interactions that assist learners to achieve the 
desired learning outcomes (Clapper, 2009; Merriam, 2010b; Russell, 2006). This 
means that understanding and adhering to adult learning-based principles when 
creating learning environments is likely to enhance learners’ achievements. 
In relation to nursing education, student cohorts in nursing are always adult 
learners. To maximise the effectiveness of their learning, thereforeeducators should 
ideally incorporate adult learning principles into curricula. It is argued that this is 
more likely to meet adult learners’ characteristics, which are self-direction, relevancy 
orientation, and kinaesthetic learning styles, thereby enhancing adult learners’ 
capacity to achieve the desired course learning outcomes (Russell, 2006). 
The nursing profession in Vietnam is currently shifting from a medically-
dominated and traditional (didactic) teaching model to an autonomous profession 
with nursing-specific professional benchmarks. Developments in nursing education 
in Vietnam need to match this change and contribute to it through the integration of 
student-centred education methods that draw on adult learning concepts and theories. 
This study seeks to inform future nursing development, in particular nursing clinical 
education, by exploring nursing students’ perceptions of the quality of the CLE at 
Khanhhoa Provincial Hospital in Vietnam. Knowles’ Adult Learning Theory 
therefore acted as the framework that guided the researcher to be able to achieve the 
objectives of this study. The theory assisted the researcher with the selection of the 
research instrument for capturing the necessary data, the modified version of the 
Clinical Learning Environment Inventory (Newton et al., 2010), which is presented 
in the next chapter; and the examination of quality of the CLE. 
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Chapter 4: Research Instrument 
4.1 INTRODUCTION 
This chapter provides the rationale for the selection of the instrument used in 
this study to measure students’ perspectives of the CLE. The chapter begins with the 
historical perspective of research instruments in this field, followed by a discussion 
of the Inventory used in this study; namely, the modified version of the Clinical 
Learning Environment Inventory (CLEI) and the supplementary structured questions 
at the end of the questionnaire that were developed specifically for this study. 
4.2 HISTORICAL PERSPECTIVE 
Clinical practice is an integral part of nursing education, and the CLE plays a 
significant role in enabling students to attain their learning outcomes. It has long 
been suggested that students’ outcomes during their clinical practice can be improved 
by calibrating the clinical environment to suit their expressed learning needs (Fraser 
& Fisher, 1983). Therefore, there is a need to evaluate students’ perceptions of the 
CLE to maximise student learning. 
Since the 1960s, a number of research instruments have been developed to 
assess nursing students’ perceptions of their learning environment. These include the 
Learning Environment Inventory (Walberg, Anderson, & Harvard Univ, 1968), the 
Classroom Environment Scale (Moos, 1974), the Individualized Classroom 
Environment Questionnaire (Rentoul & Fraser, 1979), the My Class Inventory 
(Fisher & Fraser, 1981), and the College and University Classroom Environment 
Inventory (Treagust & Fraser, 1986). These instruments focused on a broad range of 
education environments, rather than specifically on clinical learning environments. 
Since then, numerous nursing instruments have been developed for the 
assessment of the specific aspects of clinical learning environments or climates. 
However, available instruments measure different aspects of the clinical environment 
rather than measuring the whole clinical environment that students experience. For 
instance, the Clinical Learning Environment and Supervision (CLES) scale 
(Saarikoski, et al., 2002), the Clinical Learning Environment, Supervision and Nurse 
Teacher (CLES + T) scale (Saarikoski, et al., 2008) and the Clinical Learning 
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Environment and Supervision (CLES + NL) Instrument (De Witte, et al., 2011) all 
focus on measuring students’ perceptions of their clinical teacher/supervisor. The 
Clinical Learning Environment Diagnostic Inventory (Hosoda, 2006) for 
undergraduate nursing students focuses on the exploration of affective, perceptual, 
symbolic, behavioural, and reflective dimensions of the clinical climate, rather than 
investigating factors that affect students’ attainment of competence in the clinical 
learning environment. Most recently, Courtney-Pratt et al. (2014) developed the 
Quality Clinical Placement Evaluation tool, which assesses both undergraduate 
students and supervisory nurses. This tool focuses on one aspect of the learning 
environment; that is the sense of welcome and belonging within the supervision 
experience, rather than wider students’ perspectives of the whole CLE. These 
instruments are insufficient to capture the data required to answer the research 
questions driving this study. The modified version of Clinical Learning Environment 
Inventory (Newton et al., 2010) was therefore chosen as a research instrument for 
this study. 
4.3 THE MODIFIED VERSION OF CLINICAL LEARNING 
ENVIRONMENT INVENTORY 
The Clinical Learning Environment Inventory (CLEI), most recently modified 
by Newton et al. (2010) from Chan (2002), was selected as the research instrument 
for exploring the research problem in this study. The modified CLEI includes factors 
related to significant aspects of the clinical learning environment known to enhance 
the ability of nursing students as adult learners to attain learning outcomes, for 
example, interpersonal factors (the sense of belongingness, role modelling, and the 
nature of the supervision relationship) (Donaldson & Carter, 2005; Hayajneh, 2011; 
Levett-Jones & Lathlean, 2008). The background and development of the Inventory 
is now explained. 
The CLEI was originally developed in English by Chan (2002) to explore the 
identified gap pertaining to nursing students' perceptions of clinical learning 
environments. The instrument was developed after an in-depth literature review of 
both clinical and classroom environments, and discussions with experts in the field of 
nursing education and clinical nursing. The resulting questionnaire was based on the 
College and University Classroom Environment Inventory (CUCEI) (Treagust & 
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Fraser, 1986) and Moos’ (1974) three general characteristics of all human 
environments.  
Chan’s (2002) version of the CLEI was developed by modifying the existing 
scales of the CUCEI, designed by Treagust and Fraser in 1986 to research nursing 
tertiary settings. The CUCEI investigates relationships between student’s outcomes 
and the characteristics of classroom environments, and also explores the 
discrepancies between students’ and instructors’ perceptions of actual and preferred 
classroom environments (Treagust & Fraser, 1986). From this instrument Chan 
(2002) selected the CUCEI scales salient to the nursing clinical learning 
environment. 
Chan’s version of CLEI (2002) was underpinned by Moo’s theorisations 
(1974) of the characteristics of all human environments. Moo’s theory comprised 
three domains:  
1) The relationship domain, which indicates the nature and intensity of 
interpersonal relationships within the learning climate. It contains such 
components as involvement, students’ cohesion, supervision support, and 
expressiveness. It assesses how people interact in the environment, how 
they support and facilitate each other, the amount of friendship and loyalty 
within the environment, and their degree of open expression within that 
context. 
2) The personal development domain, which identifies the necessary chances 
for students’ self-enhancement and development of confidence. This 
includes such aspects as task orientation and competition. 
3) The system maintenance and system change domain, which assesses how 
well the environment is arranged and organised, how clear it is in its 
expectations, how it maintains control, and how responsive it is to change 
(Moos, 1974). 
The characteristics of CLEs are multifaceted; however, in general an effective 
clinical setting is an environment wherein nursing students as adult learners are 
respected, motivated, included, have developed relationships with other team 
members, and feel safe to ask questions and explore practices (Henderson, Creedy, 
Boorman, Cooke, & Walker, 2010; Levett-Jones, et al., 2009). Therefore, Moos’ 
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(1974) three domains provide a concrete foundation for the Inventory, which 
investigates the extent to which CLEs meet students’ learning needs. 
Chan’s (2002) CLEI consists of two parts: an ‘Actual’ form and a ‘Preferred’ 
form, each with six domains and 42 items. The ‘Actual’ form asks students to rate 
their actual clinical learning environment experiences. The ‘Preferred’ form then 
asks them to indicate their preferred CLE for the same domains and items. The six 
domains in the CLEI contain items associated with the psychosocial aspects of the 
clinical climate from a student’s perspective, entitled Personalisation, Student 
Involvement, Task Orientation, Innovation, Satisfaction, and Individualisation. 
Initial validation of the CLEI was undertaken by Chan (2003) in Australian 
contexts, using two indicators: scale reliability and discriminant validity. It was 
reported that scale reliability of the CLEI with Cronbach’s α coefficients ranged from 
.73 to .84 for the ‘Actual’ form and from .66 to .80 for the ‘Preferred’ form (Chan, 
2003). De Vaus (2002) suggested that a Cronbach’s α coefficient greater than .70 is 
generally considered to indicate a reliable set of items. Therefore, these reliability 
coefficients suggest that the CLEI (Chan 2002) has acceptable internal consistency. 
The discriminant validity of the CLEI was also determined in Chan (2003) where it 
was reported that the value obtained for the mean correlation of a scale with other 
scales ranged between .39 and .45 for the ‘Actual’ form and from .23 to .42 for the 
‘Preferred’ form using the individual student as the unit of analysis. These values 
indicate that the CLEI measures distinct aspects of the hospital learning environment. 
However, the factor structure of the Inventory was only validated by Newton et al. 
three years later (2006) in a longitudinal project, which is discussed later in this 
section. 
Between 2002 and 2010, Chan’s (2002) CLEI was selected by researchers as 
an appropriate tool to investigate nursing students’ perceptions of the clinical 
learning environment in different contexts, as demonstrated by its widespread use. 
The CLEI has also been used internationally as a research tool to assess nursing 
students’ perceptions of the CLE in English speaking countries such as Australia 
(Henderson, et al., 2006; Henderson et al., 2010; Smedley & Morey, 2009), the 
United Kingdom (Murphy, Rosser, Bevan, Warner, & Jordan, 2012), and Hong Kong 
(Chan & Ip, 2007; Ip & Chan, 2005). The instrument was also translated and used as 
a research tool to investigate nursing students’ perceptions of the CLE in non-
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English speaking countries such as Italy (Perli & Brugnolli, 2009), Greece 
(Papathanasiou, et al., 2014), and Iran (Rahmani et al., 2011). 
In 2006, a longitudinal project funded by the Australia Research Council 
(ARC) commenced, and one of its components was to determine the impact of a 
clinical placement model on students’ perceptions of their CLEs (Newton, et al., 
2010). The CLEI was chosen for this purpose. Despite its widespread use, neither 
Chan’s work, nor other literature reported any evidence of construct validity of the 
Inventory; and although items in the CLEI reflect the salient dimensions of clinical 
settings, the factor structure of the CLEI does not mirror these dimensions (Newton, 
et al., 2010). Principal components analysis of the CLEI using varimax rotation was 
therefore conducted by Newton et al. (2006) to explore the factor structure of the 
instrument before they used it in their ARC project. As a result, the scales of Chan’s 
CLEI (Personalization, Student Involvement, Task Orientation, Innovation, 
Satisfaction, and Individualisation) were modified and reformulated with six new 
factors (previously domains):  
Factor 1: Affordances and Engagement. Includes items related to the 
opportunities afforded to students to engage actively in ward activities and 
work. 
Factor 2: Student-centeredness. Includes items related to the degree of student-
centredness exhibited by the teacher and preceptor. 
Factor 3: Enabling Individual Engagement. Includes items related to students 
having some control over their clinical experience and the facilitation of 
the achievement of their individual learning needs – essentially ‘having a 
voice’ or ‘being heard’.  
Factor 4: Valuing Nursing Work.  Contains four items that explore whether 
students recognise the value of nursing work; e.g. students take note of 
what other staff say and make an effort in their work to get it done and be 
regarded favourably. 
Factor 5: Fostering Workplace Learning. Contains six items to elicit whether a 
workplace fosters learning, whether students’ assignments are clear, well-
planned, and interesting, and if they have the opportunity to express their 
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opinions. It relates to having infrastructure in place to foster and encourage 
learning. 
Factor 6: Innovative and Adaptive Workplace Culture. Contains items that 
explore whether the environment has a person-centred approach and is a 
workplace that promotes creative, flexible, and adaptable work practices. 
This differs from student-centredness and individualisation in that the 
emphasis here is on the culture of the work environment. All items on this 
scale are negatively worded. 
In the modified CLEI (Newton et al., 2010) responses to each item are rated on 
a 4-point Likert scale. Items are scored 4, 3, 2 and 1 respectively for the responses 
strongly agree, agree, disagree, and strongly disagree (Appendix A). Negative items 
are reverse-scored. 
The modified CLEI was then validated and it is reported in Newton et al. 
(2010) that the Cronbach’s α values for the six factors ranged from .88 to .46. Factor 
1 (Student-centredness) and Factor 2 (Affordances and Engagement) were very 
reliable with Cronbach’s α values of .88. Factor 3 (Enabling Individual Engagement) 
and Factor 4 (Fostering Workplace Learning) were reasonable at .65 and .67 
respectively, and these values did not change with the removal of any individual 
item. Factor 5 (Valuing Nursing Work) was lower at .57 and removing items failed to 
increase this α value. The reliability of the final factor (Innovative and Adaptive 
Workplace Culture) was quite low at .46 but increased to .50 when item 42 was 
removed (Newton, et al., 2010). Therefore, Newton et al. (2010) suggested that item 
42 - “It is the clinical teacher who decides the students’ activities in the ward” - 
should be eliminated when using the modified CLEI for this study. 
The modified CLEI (Newton et al., 2010) was chosen for this study as 
applicable in the Vietnamese context for a number of reasons. First, its scales and 
subscales capture the multiple dimensions operating in this setting. For example, it 
emphasises the importance of student-centeredness, which is an important but 
currently neglected aspect to be considered when advancing Vietnamese nursing 
education. The modified CLEI (Newton et al., 2010) accounts for the dimensions of 
clinical placements salient to students. Second, the factors and items in the modified 
CLEI assess the CLE for adult learners based on Knowles’ adult learning principles. 
For instance, the second factor, “Student-centeredness”, includes items related to the 
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degree to which the clinical environment focuses on the students’ learning needs and 
styles. This reflects the andragogical principle that values the mutual relationship in 
the learning process wherein students’ freedom from authority and their control over 
the instructional processes is respected. Other factors such as “Affordances and 
Engagement”, “Enabling Individual Engagement” and “Innovative and Adaptive 
Workplace Culture” also reflect aspects of adult learning principles in which the 
learner’s self-concept, internal motivation to learn, and experiences are considered. 
The third reason is that the validations undertaken by Chan (2003) and Newton et al. 
(2010) demonstrated adequate reliability and validity of the CLEI in other contexts. 
However, given the questionable reliability reported for the “Valuing Nursing Work” 
and “Innovative and Adaptive Workplace Culture” domains in Newton et al.’s work, 
it is clear that further work on these domains is required. This study, which translated 
and trialled the inventory in the Vietnamese context, will add to the existing 
knowledge in this respect.  
4.4 STRUCTURED QUESTIONS 
Three structured questions were developed specifically for this study. As 
closed-ended questions in the modified CLEI constrain the answers to a four-point 
Likert scale, the extra structured questions provided students with the opportunity to 
qualify their answers and to discuss anything else they believed to be relevant to the 
study questions. This was particularly pertinent to the second research question, as it 
enabled students to articulate the facilitating and obstructing factors of their learning 
in the clinical environment. The three structured questions were: 
1) Describe three frequent obstructing factors that negatively influenced your 
learning in the clinical setting. 
2) Describe three frequent facilitating factors of your learning in the clinical 
setting. 
3) Describe an example in which you felt your learning was well supported. 
4.5 SUMMARY 
This chapter has described the modified CLEI (Newton et al., 2010) adapted 
and used for data collection in this study. It includes the historical perspective of the 
quantitative instrument for measuring nursing students’ perspectives of CLE, the 
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CLEI (Chan, 2002), and the adaption of the modified CLEI (Newton et al., 2010) for 
this work. The method used to collect and analyse data with the instrument is 
described in the next chapter. 
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Chapter 5: Research Design 
5.1 INTRODUCTION 
This chapter describes the research design adopted to achieve the study 
objectives, which were: 
1) Translate and validate the modified CLEI (Newton et al., 2010) for use in 
Khanhhoa Medical College in Vietnam. 
2) Explore nursing students’ perceptions of the barriers and facilitators of 
their attainment of competence in the CLE, using the Vietnamese language 
version of the modified CLEI (V-CLEI). 
3) Make recommendations for future clinical education in the Vietnamese 
nursing context. 
The chapter includes a description of the research process, which was 
conducted in two phases (Phase One and Phase Two), and the ethical considerations 
pertinent to this study.  
5.2 RESEARCH DESIGN 
This was a two-phase project, involving the translation into Vietnamese and 
content validation of the modified CLEI (Newton et al., 2010), followed by the 
administration of the adapted survey in a cohort of nursing students at Khanhhoa 
Medical College, Vietnam.  
5.2.1 Phase One: Translation and content validation of the research instrument: 
the modified CLEI (Newton et al., 2010) 
Phase One involved two discrete steps: the translation of the modified CLEI 
(Newton et al., 2010) into the Vietnamese language, followed by content validation 
of the Inventory by an expert panel for use in the study context. Phase One informed 
the first research question; namely, “Is the translated version of the modified CLEI 
valid and reliable in the Vietnamese context?” 
There are three options in cross-cultural research instrument development; 
these are developing a new instrument, adopting an existing instrument, or adapting 
or modifying an existing instrument. Each option has advantages and disadvantages. 
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The development of a new instrument to specifically address a research question in a 
given context is ideal, but it is a complicated and costly task that was impractical 
considering the resources available to undertake this Masters study. The adoption 
approach can be efficient because it builds on the work of others. It uses direct literal 
translation of the research instrument from the source language to the target 
language. However, a disadvantage of this option is that cultural equivalence 
between the original and the translated versions might not be achieved, as the 
cultural nuances of language meaning could be lost (Tran, 2009). The third option 
(adaptation of an existing instrument) was chosen because it was the most efficient, it 
could add to the existing knowledge base and most importantly, a variety of tools 
already existed to measure nursing students’ perceptions of the CLE. Moreover, 
rigorous adaptation can strengthen the cultural equivalence of the instrument when 
moving from the source language to the target language (Pen & Puente, 2005). 
Brislin’s (1970) back-translation model as outlined by Sousa and Rojjanasrirat 
(2011) guided the translation process of the modified CLEI (Newton et al., 2010) 
into Vietnamese. Brislin’s (1970) translation model is perhaps the best known 
method for translating research instruments in cross-cultural environments (Cha, 
Kim, & Erlen, 2007; Sousa & Rojjanasrirat, 2011; Squires et al., 2013; Symon et al., 
2013). This back-translation model is regarded as a reliable option for translating 
tools in cross-cultural research and is also appropriate for translating established 
questionnaires that have long been used in the original source language (Cha, et al., 
2007; Erkut, 2010; Sousa & Rojjanasrirat, 2011). Brislin’s (1970) model emphasises 
attention to the semantics and technical aspects of translation during the forward and 
backward translation process, which enhances the equivalence of the translated 
instrument and the original version (Maneesriwongul & Dixon, 2004). In addition, 
the use of an expert panel (a group of people who are knowledgeable about the 
content areas of the instrument and the target population in which the instrument will 
be used, and whose mother language is the target language) helps to ensure the 
conceptual and content equivalence of the translated instrument (Sousa & 
Rojjanasrirat, 2011). 
The translation of the modified CLEI (Newton et al., 2010) described in this 
chapter adhered to Sousa and Rojjanasrirat’s (2011) guideline in terms of translator 
selection and the translation process, with some minor adaptations due to the study 
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budget and logistical parameters. Based on this guideline, the process of translation 
entailed four steps: (1) forward translation, (2) backward translation, (3) comparison 
of the original and the backward translated versions of the Inventory, and (4) expert 
panel review of the target language version, as represented in Figure 5.1.  
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Figure 5.1. Phase One: Translation process adapted from Sousa and Rojjanasrirat’s guideline (2011). 
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Qualification of translators 
A total of four bilingual translators were involved in the initial translation 
process. To maximise the equivalence of translation and to ensure the 
appropriateness of the language, translators need to be people who understand the 
content of the Inventory and are familiar with the target population (Sousa & 
Rojjanasrirat, 2011). Ideally, professionally-certified translators with educational 
language translation experience are sought to conduct the translation (Sousa & 
Rojjanasrirat, 2011). Unfortunately, this level of professional help was not freely 
available in Vietnam, and it was impractical to locate and employ two native English 
nurse educators proficient in Vietnamese within the timeframes and budget of this 
study. Therefore, both forward and backward translations were conducted by four 
translators who were bilingual native Vietnamese nurse teachers, were current 
doctoral study candidates or had already completed a postgraduate program at 
Queensland University Of Technology, had achieved International English Language 
Testing System (IELTS) scores over 6.5, and were experienced in document 
translation. 
Qualification of expert panel members 
Consistent with the translation model, expert panellists should be people 
knowledgeable about the research field and familiar with the target population (Polit 
& Beck, 2006; Sousa & Rojjanasrirat, 2011). Therefore, the panel member selection 
criteria were (1) experienced in nursing clinical education, (2) familiar with nursing 
students, and (3) native Vietnamese speakers. Consequently, the panel members 
selected were nurse educators and graduate nurses, including two clinical teachers, 
two unit coordinators, and two graduate nurses from Khanhhoa Medical College, 
along with two head nurses and two staff nurses from Khanhhoa Provincial Hospital. 
All translators and expert panel members were approached for their consent. A 
participant information sheet and a consent form were sent to all translators 
(Appendix B) and expert panel members (Appendix C) via email. The translation 
process was conducted in four steps. 
Step One: Forward translation of the modified CLEI (Newton et al., 2010) into 
the Vietnamese language 
 44 Chapter 5: Research Design 
The original English version of the modified CLEI (Newton et al., 2010) was 
independently translated into the Vietnamese language by two bilingual native 
Vietnamese nurse educators. The two forward translated versions were compared by 
the researcher to determine any differences between them. Detected differences were 
discussed in an online meeting (via Skype) comprising the translators and researcher, 
and agreement facilitated on the Vietnamese language initial translated version of the 
Inventory. 
Step Two: Blind backward translation of the preliminary initial translated 
Vietnamese version of the Inventory 
The two forward translated versions of the modified CLEI (Newton et al., 
2010) were back-translated by two other independent bilingual native Vietnamese 
nurse educators who were not familiar with the original English version. This 
approach of blinding is essential to ensure that the original version is sufficiently 
reflected in the back-translated version in terms of meaning (Sousa & Rojjanasrirat, 
2011). The two back-translated versions were then compared to find differences. The 
two translators and the researcher discussed (via Skype) necessary changes for 
detected differences to come to an agreement for the initial source version of the 
questionnaire. 
Step Three: Comparison of the original and the backward translated versions 
of the Inventory 
In this step, the conceptual, semantic, and content equivalence of both the 
original English version and back-translated version of the modified CLEI were 
reviewed by the supervisory team, who are native English speakers, and the 
researcher, who is a Vietnamese native speaker. Remaining problems and differences 
in cultural meaning were discussed and items revised. The translation was finalised 
when all discrepancies were resolved. 
Step Four: Expert panel review of the Vietnamese CLEI version 
In this step, the content validity of the Vietnamese CLEI (V-CLEI) was 
assessed to determine: (1) the clarity of the instructions, items, and response format; 
and (2) the adequacy of content of the instrument in relation to the construct being 
measured; that is, in terms of number, clarity, and scope of the individual items that 
it contained. A panel of 10 native Vietnamese experts, who were knowledgeable 
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about the research field and familiar with the target population, were then employed 
to examine the clarity and content validity of the proposed V-CLEI (Sousa & 
Rojjanasrirat, 2011). The expert panel was asked to evaluate individual items, as well 
as the entire instrument. The adequacy of item content coverage and relevance were 
evaluated to determine whether individual items were relevant and appropriate in 
terms of construct, and whether the items adequately measured all of the dimensions 
of the construct. 
Each expert was asked to assess items in the Inventory using a questionnaire 
purposely designed for this project (Appendix D). This questionnaire was originally 
designed in English and then translated into Vietnamese by the researcher after 
consultation with the supervisory team. Instructions about the CLE Inventory, the 
purpose of the study, guidance for judgement tasks, and aspects to assess for each 
item, including relevance, comprehension, clarity, and appropriateness were 
provided in Vietnamese to the expert panel via email.  
Panellists were asked to rate their agreement for each item in the Inventory 
using a four-point Likert scale across four criteria: 
1) Relevance: panel members were asked to assess whether items in the 
Inventory were relevant to the Vietnamese nursing CLE (from 1 = not 
relevant to 4 = very relevant). 
2) Clarity: panel members were asked to assess whether items were clearly 
worded in language accessible to Vietnamese nursing students (from 1 = 
not clear to 4 = very clear). 
3) Comprehension: panel members were asked to assess whether each item 
could be understood by Vietnamese nursing students (from 1 = not 
understandable to 4 = understandable).  
4) Appropriateness: panel members were asked to assess the appropriateness 
of the rating scale for each item to ensure they accurately captured the 
nature of the students’ responses (from 1 = not appropriate to 4 = 
appropriate).  
The expert panel was also asked to provide comments on whetherand how any 
item should be revised, as well as suggestions on how to modify the Inventory’s 
language to enhance comprehensibility.  
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The content validity index (CVI) at the item and scale level was calculated to 
determine the conceptual and content equivalence of the translated Inventory. CVI is 
a technique traditionally used to assess the relevance of potential survey questions 
for research instrument creation. It involves scored feedback from five to ten experts 
who evaluate the relevance, comprehension, clarity, and appropriateness of each item 
in the instrument and give suggestions for improvement (Polit & Beck, 2006; Sousa 
& Rojjanasrirat, 2011).  
The Item-level Content Validity Index (I-CVI) was calculated first. The 
Average Scale-level Content Validity Index (S-CVI/Ave) was then calculated by 
determining the average of the I-CVIs for all items on the Inventory. The six 
subscale level CVIs were also computed by using the average proportion of 
panellist’s agreement across the total number of items in that subscale. With a panel 
of 10 experts, the minimum level of acceptability of I-CVI is .78 and S-CVI/Ave is 
.90 (Polit & Beck, 2006; Polit, Beck, & Owen, 2007; Sousa & Rojjanasrirat, 2011). 
For items with a score lower than the minimum level, the researcher worked with the 
translators to adjust the Vietnamese CLEI based on the CVI scores and the comments 
of the expert panel (Sousa & Rojjanasrirat, 2011). The revised items in the 
Vietnamese version were back-translated and the process repeated until both 
linguistic congruence and cultural relevancy of the back-translated questionnaire 
were equivalent with those of the original version. This process ensured that all items 
in the target version (Vietnamese) were equivalent to the source version (English), 
and the translated questionnaire was clear and easily understood by study participants 
(Brislin, 2000). 
Following the translation process, the V-CLEI was used in Phase Two of this 
study for collection of data from nursing students at Khanhhoa Medical College. 
5.2.2 Phase Two: Vietnamese nursing student’s perceptions of the clinical 
learning environment. 
Phase Two of this study comprised a cross-sectional survey in which the 
Vietnamese language version of the modified CLEI was administered to a cohort of 
Vietnamese nursing students. This followed Phase One, which comprised initial 
translation of modified CLEI (Newton et al., 2010) into Vietnamese and subsequent 
content validation. Phase Two primarily addressed the second research question; 
namely, “What factors do nursing students perceive obstruct or facilitate their 
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learning within the clinical environment in Khanhhoa Provincial Hospital in 
Vietnam?”. The reliability coefficients calculated from data collected from nursing 
students in this phase also addressed the “reliability” component of the first research 
question (“Is the translated version of the modified CLEI valid and reliable in the 
Vietnamese context?”). 
Cross-sectional surveys are commonly used to provide data on a population at 
a particular point of time. This research design is especially appropriate for 
describing the status of a phenomenon or relationships among phenomena at the time 
of interest (Polit & Beck, 2012). Compared to longitudinal options, cross-sectional 
studies have an advantage in that they are relatively quick and economical, and there 
is no loss to follow-up because participants are only surveyed once. A noted 
limitation of cross-sectional designs is that they cannot capture change over time and 
are prone to several sources of bias, such as selection or information bias. 
Nevertheless, they are an ideal approach to investigate the actual beliefs or thinking 
of people in a population at a given point in time, when participants have recently 
experienced the phenomenon in question, or when resources or time constraints must 
be considered (Sapsford, 2006). 
5.2.2.1. Study setting 
This study was conducted at Khanhhoa Medical College, located on the central 
coast of Vietnam. The college is one of the nursing schools in Vietnam with an 
articulated mission to enhance the experience of nursing education for students. The 
college offers a three year Bachelor of Nursing course. Approximately 300 new 
undergraduate nursing students enrol in the college each year. Students spend their 
first year studying foundational subjects. The second and third years are spent both in 
clinical practicum and in skills labs or lectures. Clinical practice is an integral part of 
the second and third years of the program. Students complete their clinical learning 
across a number of health care settings and also move through a number of different 
practice specialties, such as orthopaedics and general medicine. Clinical practice is 
arranged in blocks of field practice, with each block lasting between one and four 
weeks. The total amount of clinical practice over the three-year course is 950 hours.  
In clinical settings, students are supervised by clinical teachers (who are also 
lecturers at the college), and the head nurses and nursing staff from the relevant unit. 
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Each clinical teacher supervises a group of approximately 20 to 50 students. Due to 
human resource constraints, clinical teachers are required to move from ward to ward 
and from organisation to organisation when supervising students. 
5.2.2.2. Population and sample 
The population for this study was the entire cohort of Vietnamese third-year 
undergraduate nursing students enrolled in the three-year Bachelor program at 
Khanhhoa Medical College (N = 391). This group was considered to be the most 
suitable for inclusion as they were likely to have sufficient clinical learning 
experiences from which to provide feedback concerning the education environment 
in the study location. 
A convenience sample of this population was used in this cross-sectional study 
to provide a snapshot of the CLE in which nursing students of the Khanhhoa Medical 
College practise. Although this non-probability sample represents a high risk of 
sampling bias, the sample is nonetheless large, representative, and homogeneous, 
factors that enhance the ability to draw conclusions specific to the population in 
question and to make recommendations for education change if necessary (Polit & 
Beck, 2012). Based on the semester teaching plan of the college, there were 
approximately 216 third-year nursing students available for potential survey in the 
timeframe of this study. 
5.2.2.3 Eligibility criteria 
Eligible participants were all third-year nursing students at Khanhhoa Medical 
College at the Khanhhoa Provincial Hospital (n = 216). All eligible participants were 
recruited if they volunteered to participate in the study. 
Exclusion criteria comprised first-year nursing students who had not yet been 
exposed to the clinical environment and the second-year students who had minimal 
experience in the clinical environment at the time of the study. 
5.2.2.4. Data collection 
Instrument and measures 
The instrument was in the Vietnamese language and contained three sections 
(see Appendix E): 
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1) Participant demographics: in this section, participants were asked to self-
report on age, gender, the location of their most recent clinical experience 
(e.g. medical, surgical, or ICU ward), the length of the clinical rotation 
they had just finished, the number of days absent from the clinical rotation, 
and whether they had undertaken this clinical rotation on a previous 
occasion. 
2) The modified CLEI form, which measured students’ perceptions of the 
CLE they had most recently experienced. It included six subscales, which 
were: 
  Subscale 1: Affordances and Engagement (16 items)  
 Subscale 2: Student-centeredness (18 items)  
 Subscale 3: Enabling Individual Engagement (four items) 
 Subscale 4: Valuing Nurses’ Work (three items) 
 Subscale 5: Fostering Workplace Learning (six items)  
 Subscale 6: Innovative and Adaptive Workplace Culture  (three items) 
3) Three structured questions, which asked students to describe in their own 
words their perceptions of barriers and facilitators to learning, as well as to 
provide related examples. 
At the end of the questionnaire students were also asked if they would agree to 
be contacted to undertake the Inventory a second time to enable data collection for 
test-retest reliability purposes. 
Timeline 
  Data were collected at the Khanhhoa Medical College in the 13th and 
14th weeks of Semester One, school year 2014-2015. 
Procedure 
A letter was sent to Dr Thuan Quang Truong, Head of Khanhhoa Medical 
College, describing the study and requesting permission to approach students to 
conduct the survey. Permission was received and is included (Appendix F). 
  Recruitment  
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  Recruitment took place one week prior to data collection. The 
researcher attended a scheduled class lecture where she verbally explained the study 
to potential participants and provided a participant information sheet for them to read 
and retain (Appendix G). Students were invited to participate by attending a data 
collection session the following week in a college lecture hall. 
   Data collection 
  The Inventory was administered in the week after participants had 
finished a clinical practice rotation. Students who agreed to participate attended a 
college lecture hall. At this time the students were advised that participation was 
voluntary and that they were free to leave at any time. The Inventory was 
disseminated to students by the researcher in hard-copy paper form because it was 
felt that this would be more practical in achieving a higher rate of return than an 
email or online survey. In the Vietnamese college context, students do not 
necessarily have easy access to the internet and some might not have an email 
address or have the opportunity to access computers at the school’s library. The 
participants were given forty minutes to complete the Inventory and then returned the 
completed Inventory to the researcher. A sealed box was provided to collect the 
completed Inventory.  
One week later, approximately ten percent (n = 25; to allow for attrition) of the 
participants were randomly selected from the list of initial participants who 
completed the first Inventory and who had agreed to be contacted again (Shieh, 
2014). They were invited to re-take the Inventory for stability testing, with the same 
procedure as the first round. Time intervals between the test-retest of instruments are 
somewhat controversial. Nonetheless, two weeks to a month is generally considered 
an acceptable timeframe for repeat administration (Waltz, Strickland, & Lenz, 2010). 
This study measured perceptions that change over time; thus, a one week timeframe 
was chosen because this time interval was long enough for participants to not recall 
their answer in the first Inventory and not long enough for their perceptions to 
change substantially. The sampling plan is summarised in Figure 5.2. 
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Figure 5.2. Sampling plan flowchart. 
5.2.2.5. Data preparation and analysis 
Quantitative data 
Data preparation 
The data were analysed with the IBM Statistical Package for the Social 
Sciences (SPSSTM) Version 21. Data were managed in the following steps as 
suggested by Tabachnick (2013) and Pallant (2013): variable coding, data entry, 
error checking, and missing values handling. These steps are explained below: 
1) Preparing a codebook: all items were coded consistent with SPSS rules for 
the naming of variables. Each demographic response was assigned a 
numerical code in preparation for data entry. 
2) Entering data: raw data were first entered into a Microsoft Excel 
spreadsheet and then imported into an SPSS spreadsheet. Responses to 
negative statements were reversed to ensure all data were recorded in a 
uniform direction for analysis. 
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3) Screening and cleaning the data: the data were screened for accuracy of 
entry and data eligibility. This step involved examining data for errors in 
the entry stage and correcting errors in the data file. For example, each 
variable was checked for minimum and maximum value, and the data file 
was checked for the number of valid and missing cases. Data eligibility 
was also checked to ensure that responses were not exactly the same for all 
items; that is, students had read the item rather than ticking boxes without 
reading items. 
4) Missing values: only 0.17% of values were missing overall. From 209 
questionnaires, there were 17 cases (18 cells in total) of missing data, 
which consisted of individual items that had not been answered. Analyses 
were run using original data (Tabachnick & Fidell, 2013).  
Data analysis 
Reliability  
The reliability of the V-CLEI was assessed in terms of internal consistency and 
stability (Pallant, 2013). Internal consistency is often referred to as the degree to 
which the items of an instrument or a scale measure the same attribute or dimension 
(Cortina, 1993; Cronbach, 1951). Cronbach’s α, a commonly used measure of 
internal consistency, was chosen to assess the reliability of the translated instrument 
(Pallant, 2013). The change in alpha values if item is deleted was also examined. 
Cronbach’s α can range from .0 to 1.0, with α values approaching 1.0 signifying 
increasing correlation of items (Connelly, 2011; Cronbach, 1951; Pallant, 2013). The 
instrument used in this study consisted of six subscales that each measured different 
aspects of the CLE; therefore, α values of the overall score and each subscale were 
calculated (Connelly, 2011). Instrument subscales assess participants’ subjective 
perceptions, therefore a Cronbach’s α value of .70 was considered acceptable (Bland 
& Altman, 1997; Field, 2006; Pallant, 2013), although Kline (1999) noted that when 
dealing with psychological constructs, values below .70 can, realistically, be 
expected. 
The second aspect of reliability (stability) was examined using a test-retest 
approach. This procedure involves administration of the instrument to the same 
group on two or more occasions (Zhu, 2013). Intra-class correlation coefficients 
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(ICCs) were chosen to determine test-retest reliability (Caceres, Hall, Zelaya, 
Williams, & Mehta, 2009; Shrout & Fleiss, 1979). ICCs assess the relationship 
between the total scores of each subscale on the first and second administrations. The 
ICC coefficient is considered a more appropriate approach to evaluate the stability of 
measurements than Spearman’s or Pearson’s correlation coefficients. This is because 
the Spearman’s or Pearson’s product-moment correlation is the correlation between 
two different variables at one point in time, while the ICC is the correlation between 
the same variables over time (Yen & Lo, 2002). Ideally, an ICC of at least .90 is 
recommended (Nunnally & Bernstein, 1994). However, other authors have suggested 
that in a large sample in a non-intervention study an ICC of .60 or even .50 is 
acceptable (Fayers, Machin, Wiley, John, & Sons, 2007; Polit & Beck, 2012). The 
V-CLEI assesses students’ perceptions, which are subjective; therefore ICCs ≥ .50 
were taken as the acceptable minimum in this exploratory study. 
  Construct validity 
The factor structure of the V-CLEI was assessed using confirmatory factor 
analysis (CFA) to determine if the factor model and the variance identified by 
Newton et al. (2010) were maintained in the V-CLEI. CFA allows researchers to 
determine whether there is a relationship between observed variables that accords 
with a pre-existing hypothesis and whether underlying or latent constructs exist 
(Gatignon, 2010). In Newton et al.’s (2010) original investigation of the CLEI an 
exploratory factor analysis (EFA) revealed a six-factor model that explained 51% of 
the variance, which subsequently led Newton and colleagues to hypothesise 
alternative scales to the previous CLEI developed by Chan (2002). Like EFA, CFA 
examines the correlations between items and identifies clusters of related items. In 
this study CFA was used to verify the factor structure in the V-CLEI and test if the 
hypothesis identified by Newton et al. (2010) in the original also existed and loaded 
on subscales similarly in the V-CLEI. To achieve a robust CFA, the ideal sample 
should be 150 or over, as there should be a ratio of at least five cases for each of the 
items (Pallant, 2013; Tabachnick & Fidell, 2013). Due to the limited size of the 
target population, the sample size ratio was five per one inventory item. 
  Descriptive statistics 
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Descriptive statistics summarised the sample’s characteristics. Frequency 
distributions of all variables and each subscale were examined both visually and 
through the Shapiro-Wilk test to determine whether the data were normally 
distributed or not (Ghasemi & Zahediasl, 2012; Saculinggan & Balase, 2013; Shapiro 
& Wilk, 1965). Normally distributed data were analysed with parametric tests, and 
data that were not normally distributed were analysed with nonparametric tests. 
Associations between variables were considered statistically significant at p = .05 
(Kirkwood & Sterne, 2003). 
The students’ scores in each subscale and in the entire questionnaire were 
calculated. Simple descriptive statistics (e.g. frequencies, percentage, mean, and 
standard deviation) provided an overview of responses to each item for the overall 
sample. The mean, median, and standard deviation for each V-CLEI subscale were 
then calculated to generate a profile of the students’ clinical experiences. 
  Inferential statistics 
Statistically significant differences between subscales on demographic 
variables (e.g. participating wards, clinical rotation time frame, and participants’ age) 
were examined using one-way analysis of variance (ANOVA) if data were normally 
distributed or the Kruskal-Wallis H test if data were not normally distributed. 
Pearson’s correlation coefficients assessed associations between subscales if data 
were normally distributed, while Spearman’s correlation coefficients were used if 
data were not normally distributed (Field, 2013; Pallant, 2013). 
Structured question responses 
After quantitative data entry, the responses to the three structured questions 
were simultaneously translated into English and transcribed into a spreadsheet, with 
care taken to ensure consistent matching of the data to the unique participant ID 
codes. Responses were initially coded into barriers and facilitators. Common themes 
in each initial code were further identified after a thorough reading of this initial 
coding. The frequencies of similar remarks of each theme were counted and a list of 
sub-categories related to that theme was then formed (Appendix H). The relevance of 
those categories to the V-CLEI subscales was then examined to identify responses 
that complemented or clarified the participants’ quantitative results.  
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5.3 ETHICAL CONSIDERATIONS  
A central ethical concern was the need to preserve participants’ anonymity and 
confidentiality during the conduct of both phases of this project. In Phase One, the 
translators and panel members were provided with plain language Participant 
Information and Consent Forms (see Appendix B and C), which explained the study, 
sought their consent to participate, and ensured they were aware that only their 
professional translation or judgement would be sought in the study. In Phase Two, 
the researcher explained the study to the students verbally, supplemented by a 
Participant Information Sheet (see Appendix G) written in plain Vietnamese 
language that included information about the purpose of the study, the survey 
procedure, potential benefits, as well as procedures to ensure confidentiality and 
anonymity, before inviting them to participate.  
The researcher does not have any authority or influence over the translators, 
panelists and the nursing students who participated in this study. Their agreement to 
participate in the project was voluntary. Those who did not want to participate or 
who wished to withdraw their data were informed that they were free to do so and 
that no adverse consequences or comments would result. 
The Inventory was anonymous; however, to enable re-identification for test-
retest procedures all participants were assigned a unique code. Participants were 
referred to by that code during all data collection and analysis procedures, and in all 
subsequent reporting. The list of student names and codes was available only to the 
researcher. The coding key and data were stored separately and securely during data 
collection in Vietnam. All hard copies of responses, along with the coding key, were 
kept in a locked filing cabinet at the researcher’s office in the School of Nursing, 
Queensland University of Technology and were destroyed after data analysis. The 
names of the students involved will not be revealed. Limited demographic data were 
collected, specifically related to students’ clinical education; therefore, the 
participants are not identifiable. Students were provided with adequate space for 
privacy while they completed the Inventory. The confidentiality of the study records 
was protected during the study and will be so in the publication of results, which 
report only aggregate data or coded free responses. 
Permission to undertake this study was granted by Khanhhoa Medical College 
on June 25th, 2014 (see Appendix F). Administrative ethics approval (1400000782) 
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was granted by the Queensland University of Technology Human Research Ethics 
Committee on October 24th, 2014 (Appendix I). 
5.4 SUMMARY 
This chapter has outlined the methodology used in this study. Ethical 
considerations in conducting this work have also been presented. The results of the 
study are presented in the next chapter. 
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Chapter 6: Results 
6.1 INTRODUCTION 
This chapter presents the results of both phases of this study. Phase One 
results, including the translation and content validity assessment of the research 
instrument (V-CLEI), are reported first; followed by the Phase Two results 
comprising psychometric testing of the V-CLEI and students’ perceptions of the 
clinical learning environment. 
6.2 PHASE ONE RESULTS 
6.2.1 Translation process 
Step One: Forward translation of the modified CLEI (Newton et al., 2010) into 
the Vietnamese language 
The modified CLEI (Newton et al., 2010) (see Appendix A) was sent 
separately to two forward translators via email for translation and returned within 
two weeks. These two forward translated versions were compared by the researcher 
to determine any differences in meaning, wording and sentence structure. A 60 
minute online meeting (via Skype) comprising the translators and researcher was 
held to discuss both translated versions received. In this meeting, all disparities 
between the translated versions were discussed and a variety of changes were made 
to reach agreement on the preliminary forward translated Vietnamese version of the 
modified CLEI. 
Those changes included choosing words/phrases in one of two versions or 
replacing words/phrases with a new option consistent with the meaning of the 
translated item (e. item 1b, 9 and 33). In several items the wording was not clear (e.g. 
36, 38 and 39) or the sentence structure was not familiar to Vietnamese speakers (e.g. 
15, 26 and 41). Words, phrases or examples were added or items were rewritten to 
ease clarity and comprehension, while still maintaining meaning equivalence. 
Examples of this are provided in Appendix J. 
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Step Two: Blind backward translation of the preliminary translated 
Vietnamese version of the Inventory  
The preliminary forward translated version of the modified CLEI (Appendix 
K) was sent to two other translators for back-translation. These two translators were 
not familiar with the original English version. The back-translation process was 
similar to that of the forward translation. Following independent translation, the two 
back-translated versions were compared to identify differences between them. 
Disparities in meaning, wording, and tense were detected and then discussed (see 
Table 6.1). Past tense was used in both back-translated versions, while present tense 
was used in the original English version. Most discrepancies detected in the two 
back-translations occurred when different words were used. For example, “students’ 
feelings” (item 1a/b) was back-translated into “students’ feeling” and “students’ 
perceptions”; “talks individually” (item 7) was back-translated into “discussed 
privately” and “communicated personally”; and “not interested in students’ 
problems” was back-translated into “not concerned with students’ problems” and 
“not care about the problems of students”. Examples are presented in Table 6.1. As 
with the forward translation, the two translators and the researcher came to an 
agreement regarding changes in wording and the consistent use of past tense on the 
initial back-translated version. 
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Table 6.1 Problematic items discussed and resolved by the researcher and the two backward translators 
 Original English 
Version 
Initial Vietnamese 
version 
Backward 
translation – BT1 
Backward 
translation – BT2 
Discussion point Consensus 
1a The clinical 
teacher considers 
students’ feelings. 
Giáo viên lâm sàng 
quan tâm đến những 
cảm nhận của sinh 
viên. 
Clinical teachers 
considered students’ 
feeling. 
Clinical teachers 
considered students’ 
perceptions. 
“feeling” and 
“perception” have 
different meaning. 
Past tense. 
Decided to maintain 
past tense and use 
the text in the BT1. 
1b. The preceptor 
considers students’ 
feelings. 
Điều dưỡng của khoa 
quan tâm đến những 
cảm nhận của sinh 
viên. 
Staff nurses 
considered students’ 
feeling. 
 
Preceptors considered 
the students’ 
perceptions. 
“feeling” and 
“perception” have 
different meaning. 
Decided to maintain 
past tense and use 
the text in the BT1. 
7. The clinical 
teacher talks 
individually with 
students. 
Giáo viên lâm sàng 
có sự trao đổi và góp 
ý riêng với các sinh 
viên. 
Clinical teachers 
discussed privately 
with their students. 
 
Clinical teachers 
communicated 
personally with 
students.  
“discussed privately” 
and “communicated 
personally” do not 
have the same 
meaning.  
Decided to replace 
with “talks 
individually”. 
31a. The clinical 
teacher is not 
interested in 
students’ 
problems. 
Giáo viên lâm sàng 
không quan tâm đến 
hoàn cảnh cá nhân 
của sinh viên. 
 
Clinical teachers did 
not concern 
students’ problems. 
  
Clinical teachers did 
not care about the 
problems of students.  
“concern” and “care 
for” have similar 
meanings. Past tense. 
Decided to replace 
“concern” and “care 
for” by “interested” 
and maintain past 
tense. 
31b. The preceptor is 
not interested in 
students’ 
problems. 
Điều dưỡng của khoa 
không quan tâm đến 
hoàn cảnh cá nhân 
của sinh viên. 
Staff nurses did not 
concern students’ 
problems. 
 
Preceptors did not 
care about the 
problems of students. 
“concern” and “care 
for” have similar 
meanings. Past tense. 
Decided to replace 
“concern” and “care 
for” by “interested” 
and maintain past 
tense. 
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Step 3: Comparison of the original and the backward translated versions of the 
Inventory 
The original English version of modified CLEI (Newton et al., 2010) and the 
preliminary back-translated version were reviewed by the supervisory team. Two 
terms were found to be different to terms in the original English version (Table 6.2). 
The term “preceptor” in items 1b, 2b, 13b, 16b, 17b, 19b, 31b, 35b and 37b was 
translated into “nhân viên điều dưỡng” in Vietnamese and then was back-translated 
into “staff nurse” in initial back-translated version. In the Western context 
“preceptor” and “staff nurse” refer to different people. However, in the Vietnamese 
context, “preceptor” and “staff nurse” refer to the same person. Therefore, “staff 
nurse” was accepted in final back-translated version. Another distortion was found in 
item 38. “debriefing sessions” was translated into Vietnamese as “các buổi giao ban” 
which then was translated into English as “clinical sessions”. In the Vietnamese 
context, “debriefing sessions” and “clinical sessions” have similar meanings, and 
students’ and teachers’ activities in both sessions are similar. It was decided to use 
the term “debriefing sessions” in the final back-translated version (Appendix L). 
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Table 6.2 Problematic items discussed and resolved by the supervisor team 
 Original 
English 
Version 
Initial 
Vietnamese 
version 
Initial back-
translated  
version 
Discussion 
point 
Consensus 
38. The clinical 
teacher 
dominates 
debriefing 
sessions. 
Giáo viên lâm 
sàng nói là chủ 
yếu trong các 
buổi giao ban 
(sinh viên ít có 
cơ hội để đưa ra 
ý kiến hay hỏi 
những vấn đề 
mà sinh viên 
chưa rõ). 
Clinical 
teachers 
monopolised 
the clinical 
sessions 
(students had 
very little 
opportunity to 
talk or ask 
questions). 
There is 
differences 
in meaning 
of “clinical 
sessions” 
and 
“debriefing 
sessions”. 
Decided to 
use 
“debriefing 
sessions”. 
1b. The 
preceptor 
considers 
students’ 
feelings. 
Điều dưỡng của 
khoa quan tâm 
đến những cảm 
nhận của sinh 
viên. 
Staff nurses 
considered 
students’ 
feelings. 
 
“preceptor” 
and “Staff 
nurses” 
refer to 
different 
person in 
Western 
context. 
Decided to 
use “staff 
nurses”. 
 
6.2.2 Expert panel content validity assessment of the V-CLEI version 
The instructions, response format, and the items of the preliminary translated 
version of the modified CLEI were evaluated for conceptual and content equivalence 
by ten members of an expert panel. The panellists selected were nurse educators and 
graduate nurses, including two clinical teachers, two unit coordinators, and two 
graduate nurses from Khanhhoa Medical College, along with two head nurses and 
two staff nurses from Khanhhoa Provincial Hospital (Table 6.3).  
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Table 6.3 Demographic characteristics of panel members 
Number Occupation Gender 
02 Clinical teacher Female 
02 Unit coordinator Female 
02 Graduate nurse Male 
02 Head nurse 01 Male, 01 Female 
02 Staff nurse Female 
Total          10   
 
Panellists were asked to rate their agreement for each item in the Inventory 
using a four-point Likert scale across four criteria. These criteria were Relevance, 
Clarity, Comprehension, and Appropriateness of the rating scale. The panel members 
were also asked to provide comment on whether and how any item should be revised, 
as well as to modify the Inventory’s language to enhance comprehensibility. The 
content validity index (CVI) at the item and scale level was calculated to determine 
the conceptual and content equivalence of the translated Inventory. 
Results indicated that the CVI for all items was acceptable. The minimum 
average Item-level Content Validity Index (I-CVI) was .85 (Appendix M) and 
average scale-level content validity index (S-CVI/Ave) was .995 (Table 6.4).  
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Table 6.4 Average scale-level content validity index (S-CVI/Ave) 
Inventory Subscales 
S-CVI/Ave  
Relevance Clarity Comprehensiveness 
Adequacy 
of the 
rating 
scale 
Affordances and Engagement 
(16 items) 
.996 1.0 1.0 1.0 
Student-centredness (18 items) 1.0 .996 .993 1.0 
Enabling Individual 
Engagement (four items) 
1.0 1.0 1.0 1.0 
Valuing Nursing Work (three 
items) 
.967 .983 .983 1.0 
Fostering Workplace Learning 
(six items) 
.997 1.0 1.0 1.0 
Innovative and Adaptive 
Workplace Culture (three 
items) 
.977 .943 .943 1.0 
 
Revisions made based on panellists’ suggestions 
In terms of item content, various modifications were made consistent with 
panel members’ comments. For item 5, examples were added after the phrase “new 
ideas” to clarify whose new ideas they were. Item 19a/b was rewritten using a more 
easily understood sentence structure. Examples were also added to item 20 to specify 
who “others” actually denoted. The final translated version was then finalised 
(Appendix N). 
6.2.3 Summary: Phase One results 
In this phase, the modified CLEI (Newton et al., 2010) was translated into the 
Vietnamese language using the back-translation method. The content validity of the 
Vietnamese version of the CLEI was then determined. Various changes and 
adaptations were made during the translation and validation process. The results 
indicated that the final Vietnamese version of the CLEI was equal to the original in 
terms of conception and content. This translated Inventory (V-CLEI) was used to 
capture data for Phase Two of this study, presented in the next section. 
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6.3 PHASE TWO RESULTS 
This section presents the results of Phase Two. It includes sample demographic 
characteristics, the outcomes of psychometric testing of the V-CLEI, and the results 
of the administered Inventory. 
6.3.1 Demographic characteristics of the sample 
Of 216 eligible participants, 209 completed the Inventory, giving a response 
rate of 97%. Of those, 88.5 % (185) were female and 11.5% (24) were male. This 
sample was young, ranging in age from 20 to 24 years (M = 20.6, SD = 0.72). More 
than half of the participants (56%) had entered the college directly after completing 
high school. The wards that students had experienced in their latest clinical rotation 
included General Medical; ICU; Ophthalmology; Dental and Maxillofacial; Ear, 
Nose, and Throat; and General Surgical. The average length of their previous clinical 
rotation was 1.54 weeks. No students had undertaken this clinical rotation 
previously. There were only two students (1%) who were absent for half a day from 
the scheduled clinical rotation. Table 6.5 presents further demographic information.  
  
  
Chapter 6:Results 65 
Table 6.5 Demographic characteristics (n = 209) 
Characteristic Result (n, %)  
Gender   
          Female  185 (88.5%) 
          Male 24 (11.5%) 
Age (mean, SD) 20.6 ± .72 years 
Clinical practice location  
          General Medical 52 (24.9%) 
          ICU 61 (29.2%) 
          Ophthalmology 22(10.5%) 
          Dental and Maxillofacial 27 (12.9%) 
          Ear, Nose, and Throat 26 (12.4%) 
          General Surgical 21 (10.0%) 
Length of the clinical rotation (n, %)   
          01 weeks 96 (45.9%) 
          02 weeks 113 (54.1%) 
Number of participants absent from the clinical 
rotation (n, %) 
 
  No 207 (99%) 
  Yes 2 (1%) 
Repeated clinical rotation (n, %)   
   No  209 (100%) 
   Yes 0 (0%) 
 
6.3.2 Psychometric testing of the V-CLEI 
6.3.2.1. Reliability 
Internal consistency 
Two-hundred and nine students completed the first Inventory, which meant 
sufficient items were completed to determine instrument construct validity. The first 
task was to determine instrument internal reliability; therefore, Cronbach’s α 
coefficient was calculated for each of the V-CLEI subscales. The overall Cronbach’s 
α for all variables in the V-CLEI (50 variables) was .88. However, there was a 
substantial difference in the Cronbach’s α values of the six subscales, which ranged 
from .19 to .75 (see Table 6.6). As Cronbach’s α ≥ .70 was considered acceptable for 
this subjective scale (Field, 2006), subscales 1 (Affordances and Engagement) and 2 
(Student-centredness) were reliable with α values of .75 and .74 respectively. 
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Subscale 3 (Enabling Individual Engagement) was less than the pre-determined 
threshold, at .60. Sequentially removing items from this subscale did not result in a 
substantial change in reliability. Subscale 5 (Fostering Workplace Learning) was 
also below the acceptable level with α = .66, and the value did not increase with the 
removal of any items. The reliability of subscale 6 (Innovative and Adaptive 
Workplace Culture) was lower at α = .58, and a similar removal of individual items 
failed to increase the value. Subscale 4 (Valuing Nursing Work) was the least 
reliable, with a coefficient α of only .19. Deletion of item 10 improved the α value to 
.23; however, this was still far below the acceptable threshold. With regard to 
subscales that had b-items (items related to preceptors), the reliability of these were 
not improved with the deletion of b-items. Various exploratory manipulations were 
attempted, such as removing and combining subscales; however, those changes did 
not improve the overall coefficient α to an acceptable level. 
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Table 6.6 V-CLEI: Internal consistency reliability measure 
 Cronbach’s 
α 
Cronbach’s α 
(without b-
items) 
The modified 
CLEI 
(original 
English 
version) 
Subscales         
      1. Affordances and 
Engagement 
.75 .75 .88 
      2. Student-centredness* .74 .69 .88 
      3. Enabling Individual 
Engagement 
.60 .60 .65 
      4. Valuing Nursing Work .19 .19 .57 
      5. Fostering Workplace 
Learning* 
.66 .59 .67 
      6. Innovative and Adaptive 
Workplace Culture 
.58 .58 .50 
Overall .88   
Note. * Subscales consist of b-items (preceptor items). 
 
Stability 
A test-retest process was undertaken one week after the first data collection. Of 
the 209 students who completed the first Inventory, 163 agreed to be contacted for 
the second Inventory, and 25 students were randomly selected and invited to 
participate in the second round. Twenty two of these students (equalling 10% of the 
first sample) completed the Inventory a second time. Results from the 22 completed 
questionnaires were matched with those of the first Inventory using the unique codes.  
Intra-class correlation coefficients (ICCs) were calculated after the second 
administration of the Inventory. Table 6.7 shows that the ICCs for the five subscales 
Affordances and Engagement, Student-centredness, Enabling Individual 
Engagement, Valuing Nursing Work, and Fostering Workplace Learning exceeded 
.50, which is the acceptable level for subjective measurements in this sample size 
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(Fayers, et al., 2007; Polit & Beck, 2012). However, the ICC for the last subscale 
was .30, which is far below the acceptable cut-off point and also has unacceptable 
Confidence Intervals. These results mean there is insufficient evidence for the 
stability of this subscale in the translated instrument.  
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Table 6.7 Intra-class Correlation Coefficient 
Subscale Measure Intra-class 
Correlationb 
95% Confidence 
Interval 
F Test with True Value 
 Lower 
Bound 
Upper 
Bound 
Value df1 df2 Sig 
Affordances and Engagement Single Measures .65a .33 .84 4.67 21 21 .000 
Average Measures .79c .50 .91 4.67 21 21 .000 
Student-centredness Single Measures .67a .37 .85 5.09 21 21 .000 
Average Measures .80c .53 .92 5.09 21 21 .000 
Enabling Individual Engagement Single Measures .58a .21 .80 3.62 21 21 .002 
Average Measures .73c .35 .89 3.62 21 21 .002 
Valuing Nursing Work Single Measures .63a .31 .83 4.50 21 21 .001 
Average Measures .78c .47 .91 4.50 21 21 .001 
Fostering Workplace Learning Single Measures .52a .15 .76 3.47 21 21 .003 
Average Measures .68c .26 .87 3.47 21 21 .003 
Innovative and Adaptive 
Workplace Culture 
Single Measures .30a -.13 .64 1.84 21 21 .085 
Average Measures .46c -.31 .78 1.84 21 21 .085 
Note. Two-way mixed effects model, where people effects are random and measures effects are fixed. 
 a. The estimator is the same, whether the interaction effect is present or not. 
 b. Type A intraclass correlation coefficients using an absolute agreement definition. 
 c. This estimate is computed assuming the interaction effect is absent, because it is not estimable otherwise. 
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6.3.2.2. Construct validity 
Confirmatory factor analysis (CFA) 
The V-CLEI included nine parallel items on preceptors (b-items). However, 
these parallel items for preceptors were removed for CFA purposes to replicate the 
analysis conditions used by Newton et al. (2010). The CFA was therefore conducted 
on data from 41 items. The V-CLEI sample size was 209, which exceeded the 
required ratio of five per one inventory items to achieve a robust CFA (Pallant, 2013; 
Tabachnick & Fidell, 2013). 
CFA was conducted using the statistical software package AMOS 22, to 
determine the factorial validity of the V-CLEI in relation to Newton et al.’s (2010) 
CLEI model, which contains a six-factor structure. Fit indices including the Chi-
square statistic, its degrees of freedom and p values, the Root Mean-Square Error of 
Approximation (RMSEA), the Comparative Fit Index (CFI), and the Parsimonious 
Normed Fit Index (PNFI) were employed (Table 6.8). These indices were chosen as 
they have been found to be the least sensitive to sample size, model misspecification, 
and parameter estimates (Hair, Black, Babin, & Anderson, 2014; Hooper, Coughlan, 
& Mullen, 2008; Raykov, 1998). 
Table 6.8 Suggested CFA Good-of-fit indices 
Test Cut-off Sources 
Chi-square (χ²) , Degree of Freedom p > .05  Barrett (2007) 
Root Mean-Square Error of 
Approximation  
RMSEA  < .07 Steiger (2007) 
Comparative Fit Index  CFI  > .95  Hu and Blentler (1999) 
Parsimonious Normed Fit Index PNFI > .95 Mulaik et al. (1989) 
 
For overall model fit, the model yielded was χ² = 1486, df = 764, p = .000. The 
value for RMSEA was .098 (p < .001). This value appeared higher than the RMSEA 
cut-off point of .07, which did not support model fit. The V-CLEI CFA model CFI 
had a value of .000 which, like the RMSEA, did not reach the suggested cut-off 
value. Similarly, the PNFI value was .000, which was quite low and was below the 
cut-off threshold of .95. Generally, the CFA results suggested the V-CLEI did not 
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provide a reasonable fit with Newton et al’s (2010) model (Appendix O). In addition, 
the factor covariance matrix was “not positive definite” in the CFA (Table 6.9). This 
solution is “not admissible”, which means the V-CLEI does not support Newton et 
al.’s (2010) six-factor structure.  
Table 6.9 The V-CLEI subscale CFA covariance matrix 
 
Note: EIE = Enabling Individual Engagement; LOI = Innovative and Adaptive Workplace 
Culture; STC = Student-centredness; FWL = Fostering Workplace Learning; AAE = 
Affordances and Engagement; VNW = Valuing Nursing Work. 
 
6.3.3 Perceptions of the clinical learning environment 
The results of the psychometric tests indicate that the reliability of the V-CLEI 
is not optimal in this sample. Therefore, the data are discussed through measures of 
central tendency and a narrative approach in order to explore the students’ 
perceptions of their clinical learning environment. 
Overall V-CLEI scores ranged from 81 to 155, with a mean of 121 (SD = 13.6, 
range = 74) in possible Inventory scores of between 50 and 200 (Table 6.10).  
 
EIE LOI STC FWL AAE VNW 
EIE .037 
     
LOI .017 .146 
    
STC .021 .025 .115 
   
FWL .077 .065 .068 .180 
  
AAE .009 .013 .019 .025 .009 
 
VNW .011 -.032 .075 .041 .013 .047 
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Table 6.10 Overall and subscale mean scores  
 Overall AAE STC EIE VNW FWL LOI 
Valid 209 209 209 209 209 209 209 
Missing 0 0 0 0 0 0 0 
Mean 121 38.3 45.4 9.24 9.15 13.3 6.25 
Median 123 39 46 9 9 13 7 
Mode 124 40 48 10 9 12 7 
Std. 
Deviation 
13.6 5.54 5.50 2.20 1.09 2.66 1.64 
Variance 185 30.7 30.3 4.86 1.2 7.07 2.70 
Range 74 31 29 11 6 16 8 
Minimum 81 23 30 4 6 6 3 
Maximum 155 54 59 15 12 22 11 
Note: EIE = Enabling Individual Engagement; LOI = Innovative and Adaptive Workplace 
Culture; STC = Student-centredness; FWL = Fostering Workplace Learning; AAE = 
Affordances and Engagement; VNW = Valuing Nursing Work. 
 
To examine students’ perceptions of their CLE by practice location, the 
normality of the data was first evaluated through descriptive statistics. A Shapiro-
Wilk’s test (p > .05) (Saculinggan & Balase, 2013; Shapiro & Wilk, 1965),  and a 
visual inspection of histograms, normal Q-Q plots, and box plots showed that 
students’ overall scores were approximately normally distributed with a skewness of 
-.277(SE = .17) and a kurtosis of .21 (SE = .34) (Doane & Seward, 2011); while 
SPSS Levene's tests (p > .05) (Field, 2013; Pallant, 2013) supported the assumption 
of homogeneity of variance. Thus, a one-way between-subject ANOVA was 
conducted to examine perceptions of clinical learning environment by practice 
location.  
ANOVA results showed that the mean score varied by clinical practice 
location, F(5,203) = 6.02, p < .05,  = .13. Tukey’s post hoc procedure indicated 
that those students who practised at the Dental and Maxillofacial unit (M = 133, SD = 
11.8) rated the clinical environment significantly higher than those who practised in 
Ear, Nose, and Throat (M = 121, SD = 11.1), ICU (M = 120, SD = 15.0), 
Ophthalmology (M = 119, SD = 9.66), and General Medical (M = 117, SD = 12.9) 
  
Chapter 6: Results 73 
areas. However, there were no significant differences between the mean scores of 
students who participated in General Surgical (M = 124, SD = 11.7) and others. From 
a clinical perspective, despite the difference in some mean scores reaching statistical 
significance, the actual difference between those wards was quite small. Further 
information is presented in Table 6.11 and Figure 6.1.  
 
Table 6.11 Mean score comparison between wards 
 Ward (N) Mean Median Mode 
Std. 
Deviation 
Variance Minimum Maximum 
Overall (209) 121 123 124a 13.6 185 81 155 
General 
Medical (52) 
117 120 120 12.9 168 87 150 
ICU (61) 120 122 124a 15.0 225 81 148 
Ophthalmology 
(22) 
119 120 114a 9.7 93.3 97 138 
Dental and 
Maxillofacial 
(27) 
133 134 114a 11.8 139 107 155 
Ear, Nose, and 
Throat (26) 
121 122 115a 11.1 124 104 147 
General 
Surgical (21) 
124 127 131 11.7 137 99 140 
Note: a. Multiple modes exist. The smallest value is shown.  
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 Figure 6.1. Comparison of mean overall score on V-CLEI by clinical practice location. 
 
Students’ perceptions were also compared by the length of clinical rotation 
they had experienced after the normality of the scores was evaluated. These variables 
were distributed normally, with Shapiro-Wilk’s tests (p > .05), and SPSS Levene's 
tests (p > .05) (Field, 2013; Pallant, 2013) supporting the assumption of homogeneity 
of variance. Therefore, an ANOVA was selected to analyse the data. ANOVA 
indicated that the length of clinical rotation significantly affected perceptions at the p 
< .05 level, F(1, 207) = 9.69,   = .04. The average score for students who had one 
week’s clinical experience (M = 124, SD = 12.3) was higher than those who had 
undertaken a two week clinical experience (M = 119, SD = 14.1). That is, students 
who experienced a longer clinical timeframe (2 weeks) rated the CLE lower than 
those who experienced a shorter clinical timeframe (1 week). Irrespective of whether 
they had experienced a one or two week placement and how they rated the 
experience, the structured responses of 27 participants indicated that from their 
perspective, the practicum was too short. As Participant 128 commented:  
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“The clinical rotation was too short, so we did not learn much.”  
(Participant 128) 
The effect of clinical practice location on students’ ratings at the subscale level 
was also examined. Preliminary analyses were performed to verify the assumptions 
of normality, linearity, and homogeneity of variance. Shapiro–Wilk’s tests (p < .05) 
indicated that the subscale scores were not normally distributed (Saculinggan & 
Balase, 2013; Shapiro & Wilk, 1965). Therefore, Kruskal-Wallis test was chosen to 
examine this relationship. The test revealed a statistically significant difference in 
ratings for the V-CLEI subscales Affordances and Engagement, Student-centredness, 
Valuing Nursing Work, Fostering Workplace Learning, and Innovative and Adaptive 
Workplace Culture across clinical practice locations (General Medical, n = 52; ICU, 
n = 61; Ophthalmology, n = 22; Dental and Maxillofacial, n = 27; Ear, Nose, and 
Throat, n = 26; General Surgical, n = 21); χ² (5, n = 209) = 17.3, p = .004. The 
Enabling Individual Engagement subscale was not significantly affected by clinical 
practice location (p = .06). The pairwise comparisons made following the Kruskal-
Wallis test with adjusted p-values showed that there were several significant 
differences for each subscale between wards (Table 6.12). 
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Table 6.12 Significant difference pairs in pairwise test 
V-CLEI subscale Comparison ward p r 
Affordances and 
Engagement  
Ophthalmology - Dental and Maxillofacial .003 -.53 
General Medical - Dental and 
Maxillofacial 
.028 -.35 
Student-
centredness 
General Medical - Dental and 
Maxillofacial 
.000 -.55 
Ear, Nose, and Throat - Dental and 
Maxillofacial 
.036  .42 
ICU - Dental and Maxillofacial .008 -.37 
Valuing Nursing 
Work 
Ear, Nose, and Throat - General Medical .000  .51 
Ophthalmology - General Medical .037  .35 
Fostering 
Workplace 
Learning 
ICU - Dental and Maxillofacial .000 -.52 
General Medical - Dental and 
Maxillofacial 
.000 -.49 
Innovative and 
Adaptive 
Workplace Culture 
Ophthalmology - General Medical .026 -.37 
General Medical - Dental and 
Maxillofacial 
.000 -.62 
ICU - Dental and Maxillofacial .003 -.39 
 
  
Affordances and Engagement 
This first V-CLEI subscale assesses perceptions of, and engagement with, the 
clinical placement and the environment in which the placement occurs. Responses to 
items in this subscale relate to students’ intrinsic motivations about clinical practice 
and the affordances offered in the clinical setting that enhance their learning 
opportunities (Newton et al., 2010). Subscale results in the V-CLEI (M = 38.3, SD = 
5.54) ranged from 23 to 54, with a possible range of 16 to 64. This result suggests 
that participants rated Affordances and Engagement on the higher mid-range score of 
the scale.  
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In contrast to the survey responses, in the structured questions that interrogated 
barriers and facilitators to clinical placements, many students reported that they were 
afforded little opportunity to practise in the clinical wards. The barriers identified by 
27 students included the brief length of clinical rotations, while 32 reported that 
inadequate facilities were provided to meet clinical practice needs. For example, one 
student commented that: 
“The ward did not have enough equipment for our practice. It is waste of our 
time because of waiting for equipment, e.g. we had to wait for the 
sphygmomanometer and thermometer when we took patients’ vital signs.” 
(Participant 184)  
Notably, 133 students described too many students per clinical area as a factor 
that significantly decreased their opportunity to practise and learn through 
experience. Very few respondents reported in the free response section that the ward 
provided them with opportunities to actively engage in nursing activities and clinical 
practice. High student-to-patient ratios appeared to be a particularly problematic 
aspect of this, with 22 students making remarks similar to Participant 1’s comment: 
“This ward was overcrowded with students, while the number of patients was 
small.” (Participant 1) 
Eight participants suggested that the college should reduce the number of 
students sent to clinical sites at the same time and six others suggested that the 
college should increase the timeframe of each clinical rotation to create more 
practice opportunities for them. 
Another aspect raised by participants as a barrier to their engagement in the 
clinical environment was that patients and their relatives were not willing to be cared 
for by students. Forty respondents made statements similar to Participant 168’s 
comment:  
“Patients were uncooperative. They did not want students taking care of 
them.” (Participant 168)  
Dense schedules were also raised as a factor that prevented three students from 
engaging in clinical practice. Those participants commented that the schedule of 
lectures and clinical practice was too crowded, in that they had clinical practice in the 
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morning, lectures during afternoon, and then some students had an extra night shift. 
This issue directly affected their health and learning. Participant 148 was one of 
those, who commented:  
“Lectures and clinical practice were too dense, so we were 
exhausted.”(Participant 148)  
Eight participants in the ICU commented that lack of confidence was an issue 
that led them to lose learning opportunities. They noted that they did not have 
enough confidence to care for acute patients; thereby, they only observed nurses 
instead of participating in nursing care themselves. A gap between theory and 
practice was also described by seven students as a barrier that prevented them from 
learning effectively in clinical practicum. Participants commented that what they 
witnessed in real clinical practice was quite different from what they had learned at 
the college. Participant 78 was one of those who wrote:  
“I was confused because practice was quite different from lecture 
knowledge.” (Participant 78) 
In summary, the majority of students identified substantial barriers and few 
facilitating factors in their responses to the structured questions; however, the mean 
score in this subscale was mid-range (Figure 6.2). This apparent dissonance is 
discussed in the next chapter. 
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V-CLEI score: M = 38.3, SD = 5.54, ranged from 23 to 54, with a possible 
range of 16 to 64 
 
Structured question responses 
Barriers Facilitators 
Too many students per clinical area 
(n=133) 
Nil reported 
Uncooperative patients (n=40)  
Inadequate facilities (n=32)  
Brief clinical timeframe (n=27)  
Theory and practice gap (n=7)  
Lack of confidence (n=8)  
Dense schedules (n=3)  
Figure 6.2. Subscale 1: Summary of mean CLEI score vs related structured question responses  
 
Student-centredness 
This subscale explores students’ perceptions of the attributes of the clinical 
teacher and preceptor, such as taking the time to engage with them on an individual 
level, listening, and offering additional support to help students meet their goals. 
Subscale results in the V-CLEI derived from items rated using a Likert scale (M = 
45.4, SD = 5.50) ranged from 30 to 59, with a possible range of 18 to 72. This result 
indicates that students’ perceptions on Student-centredness are higher than mid-
range. 
In relation to this subscale, in the free response section, many participants 
reported that they had practised in a student-centred environment. The two relevant 
points articulated by 101 students included clinical teachers’ and preceptors’ 
willingness, and positive interactions between students and clinical teachers and 
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preceptors (raised by 17 students). For example, a teacher’s focus on individual 
students was described in Participant 124’s comment: 
“When a patient did not allow me to give him an injection, a nurse explained to 
the patient and he tried to convince the patient; this patient then cooperated 
with me very well. I want to say thank you to the nurse for his help and 
support.” (Participant 124) 
However, participants also listed many elements as barriers to a student-
centred environment in the free response section. Thirty four participants offered 
statements that described that clinical teachers were too busy to provide help or to 
listen to individual students, 43 students noted that clinical teachers and preceptors 
were not interested in teaching students, 30 respondents stated that preceptors treated 
students badly, and 122 students freely responded that preceptors did not consider 
students’ learning a priority. The following comments reflect these perceptions:  
“The clinical teacher was too busy to teach students; she could not listen to 
students.” (Participant 172)  
Or  
“Nurses shouted at me when I did something wrong (even a small mistake).” 
(Participant 110) 
With regard to this barrier, 16 participants offered remarks that showed their 
expectation to be treated kindly at clinical sites. 
In relation to Student-centreness, 34 participants provided suggestions about 
how to improve staff approachability and support or their teaching methods in the 
CLE. 
In summary, although the mean score in this V-CLEI subscale is mid-range, 
the number of statements from the free response section that identified barriers to a 
student-centred environment dominated those that described facilitating aspects; 
therefore, these results appear to be inconsistent (Figure 6.3).  
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V-CLEI score: M = 45.4, SD = 5.50, ranged from 30 to 59, with a possible range 
of 18 to 72 
 
Structured question responses 
Barriers Facilitators 
Preceptors did not consider students’ learning as 
a priority (n=122) 
Clinical teachers and 
preceptors’ willingness (n=101) 
Clinical teachers and preceptors were not 
interested in teaching students (n=43) 
Positive interactions (n=17) 
Clinical teachers were too busy to provide help 
or to listen to students (n=34) 
 
Preceptors treated students badly (n=30)  
Preceptors did not consider students’ learning as 
a priority (n=122) 
 
Clinical teachers  and preceptors were not 
interested in teaching students (n=43) 
 
Clinical teachers  were too busy to provide help 
or to listen to students (n=34) 
 
Figure 6.3. Subscale 2: Summary of mean CLEI score vs related structured question responses  
 
Fostering Workplace Learning  
The fifth V-CLEI subscale refers to a workplace that fosters learning with a 
well-planned clinical placement and has the infrastructure to encourage and respond 
to learning. The subscale result derived from V-CLEI (M = 13.3, SD = 2.66) ranged 
from 6 to 22, with a possible range of 6 to 24. Although participants scored quite 
high on this subscale, there were no quotes from participants resonant with this 
result. All of the quotes described negative aspects of this domain. For example, 
thirty one students noted that there was insufficient space for students in clinical or 
debriefing sessions, and 55 reported unclear nursing role assignments. Participants 
commented that:  
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“The study room was small, with not enough seats for every student.” 
(Participant 144)  
Or  
“I was unsure what my tasks were in this ward.” (Participant 174) 
In summary, there were discrepancies between what participants quantitatively 
rated in this V-CLEI subscale and what they qualitatively stated in the structured 
question responses (Figure 6.4). 
 
V-CLEI score: M = 13.3, SD = 2.66, ranged from 6 to 22, with a possible range of 
6 to 24 
 
Structured question responses 
Barriers Facilitators 
Unclear nursing care role assignment (n=55) Nil reported 
Insufficient space for students in clinical or 
debriefing sessions (n=31) 
 
Figure 6.4. Subscale 5: Summary of mean CLEI score vs related structured question responses 
 
The results of the three other V-CLEI subscales (Enabling Individual 
Engagement, Valuing Nursing Work, and Innovative and Adaptive Workplace 
Culture) reveal similar trends. Mean scores were greater than the mid-range. 
However, there were no quotes from the free response section that particularly 
reflected the content of these subscales (Table 6.13). 
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Table 6.13. Subscale 3, 4 and 6: summary of mean CLEI score vs related structured question 
responses  
 Enabling 
Individual 
Engagement 
Valuing Nursing 
Work 
Innovative and 
Adaptive 
Workplace 
Culture 
V-CLEI score M = 9.24, SD = 
2.20, ranging from 
4 to 15, with a 
possible range of 4 
to 16 
M = 9.15, SD = 
1.09, ranging from 
6 to 12, with a 
possible range of 3 
to 12 
M = 6.25, SD = 
1.64, ranging from 
3 to 11, with a 
possible range of 3 
to 12 
Structured 
question 
responses 
Nil reported Nil reported Nil reported 
 
6.3.4 Summary: Phase Two results 
Phase Two results provided insufficient evidence for the reliability and validity 
of the translated instrument in the study context. With regard to students’ perceptions 
of the clinical learning environment, there were inconsistencies between the results 
from the V-CLEI and the structured question responses. Student ratings for the 
environment were relatively high on the Likert scale, while structured responses did 
not appear to support those results. In the structured responses, the barriers described 
seem to be dominating facilitators in the clinical learning environment. Various 
suggestions to improve the learning environment were also provided by participants. 
These findings are discussed in the next chapter. 
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Chapter 7: Discussion and Conclusion 
7.1 INTRODUCTION 
In this chapter, the major findings of the study are discussed. The chapter 
includes an exploration of the possible reasons for the limited psychometric 
properties of the translated instrument (V-CLEI), a discussion of the divergent 
quantitative and free-text responses according to the domains of the V-CLEI, and the 
relevance of the Adult Learning Theory in the study context. The study’s strengths 
and limitations are also identified, along with the implications of the findings and 
proposed recommendations for further research and educational practice in Vietnam.  
7.2 INTERPRETATION OF THE FINDINGS 
7.2.1 Psychometric properties of the V-CLEI  
The aim of the first phase of this study was to translate and validate the 
research instrument. As the research instrument was originally developed in English, 
its translation and validation in the Vietnamese language was undertaken according 
to Brislin’s (1970) widely-accepted back-translation model to enable maximum 
equivalence in item meaning between the English and Vietnamese CLEIs. This 
content validity process employed a ten-member expert panel, the ratings of which 
demonstrated an acceptable level of both I-CVI (.85) and S-CVI-Ave (.995). The 
Phase One results initially suggested that the V-CLEI was culturally appropriate and 
that the constructs within it would be easily understood by participants.  
However, in Phase Two the psychometric testing indicated the adapted 
instrument had poor reliability and construct validity. There are several potential 
reasons for this. First, poor reliability could be a result of translation procedures that 
culminated in item non-equivalence (item bias) (Van de Vijver & Tanzer, 2004). 
This study adhered to a back-translation model that is widely regarded as a reliable 
method of translating tools in cross-cultural research. Content validity was therefore 
assessed by a panel comprising individuals who were considered knowledgeable 
about the research field and were familiar with nursing education in Vietnam. It was 
therefore reasonable to assume that panel members understood the needs of the target 
population. Nonetheless, the panellists’ interpretation of items in the V-CLEI could 
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still differ from that of the participants (e.g., the panellists were educators rather than 
students), and even a linguistically correct translation can be incongruent with the 
psychological and cultural aspects of education as perceived by the intended 
participants (Van de Vijver & Tanzer, 2004). Thus, item bias could be a clue as to 
the poor reliability of the V-CLEI in this study.  
A second reason for the inconsistency in the validity assessment results 
between Phases One and Two could be the Vietnamese notion of ‘saving face’. This 
is an extremely important sociocultural concept in Vietnam, as it is in many Asian 
cultures. Saving face refers to preserving one’s own or others’ sense of self, dignity, 
or prestige in social situations (Ho, 1976). Brown and Levinson (1987) described 
‘face’ as something that is constantly attended to in social situations, in which people 
cooperate to maintain their own face and that of others. Individuals will try to avoid 
losing their own standing, or instigating loss of face in others, to the point where 
preservation of face is more important than telling the truth (Hofstede, Hofstede, & 
Minkov, 2010). Saving face is not as important in Western cultures, where 
constructive critique is acceptable and valued in academic contexts, and no loss of 
self-worth ensues. It is possible that this cultural aspect had some influence on the 
panellists’ judgements in this study, in that they might have rated items highly to 
avoid the perception of negative criticism of the Inventory or the researcher, 
irrespective of whether they thought the items were inappropriate or incorrect. This 
perhaps provides another explanation of the divergence of the V-CLEI content 
validity results in Phase One and the psychometric testing results in the Phase Two. 
While the Sousa and Rojjanasrirat (2011) guideline of translation instrument for 
cross-cultural research was developed in the United States, it might not have 
considered the Asian cultural avoidance of criticism. In the future, it is advisable for 
Vietnamese studies to carefully consider the panel participants who assess the 
content validity of translated instruments to limit this cultural influence, e.g. making 
sure they are fully aware of the purposes of the study and that they understand the 
educational norms underpinning the source instrument. 
Third, other cultural norms with respect to nursing education could provide an 
alternative explanation of these results. Having had no exposure to other methods of 
clinical learning, the participants might not have been aware of what could be 
provided in terms of supervision and clinical teaching, as identified in the V-CLEI. 
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In addition, students in Vietnam, as in other Southeast Asian countries, are taught 
through traditional approaches to learning. These feature a teacher-centred, 
authoritarian system where it is not acceptable to argue or challenge what is 
presented by teachers or the status quo (Marambe, Vermunt, & Boshuizen, 2012). 
Vietnamese students have long been educated in a teacher-centred environment 
where teachers not only impart instruction but also role model correct behaviour. The 
norm in Vietnamese higher education (as it is in daily life) is that the knowledge 
stream flows one way from teachers to students and from older to younger (Nguyen, 
Terlouw, & Pilot, 2006). This climate reinforces students’ status as passive recipients 
of knowledge (Gow & Kember, 1990), producing students who are often not 
comfortable with questioning, evaluating, and generating new perspectives on 
knowledge (Hu, 2002) and who rarely dare to question whether their teachers’ 
methods are most suited to their learning needs (Nguyen, et al., 2006). In such an 
environment, students might not dare to make strong judgements about their 
teachers, or the learning environment they are provided with. Similarly, they might 
not be aware that they could critique their teachers, or they might hesitate to agree 
with statements within the V-CLEI when it is culturally inappropriate for them to 
challenge what teachers say and do.  
Fourth, it could be that the cultural norms embedded in the Western version of 
the modified CLEI have little relevance to the Vietnamese setting (Van de Vijver & 
Tanzer, 2004). The modified CLEI (Newton et al., 2010) was designed to capture 
Western nursing students’ perceptions. These perceptions could be irrelevant in the 
Vietnamese nursing education context. In particular, the subscales Enabling 
Individual Engagement, Fostering Workplace Learning, Valuing Nursing Work, and 
Innovative and Adaptive Workplace Culture could evaluate aspects of the practice 
environment that are incongruent with the norms and values of Vietnamese culture. 
For example, Enabling Individual Engagement assesses students’ control over their 
clinical experience, essentially ‘having a voice’ or ‘being heard’, which might not be 
a familiar concept to Vietnamese students who have long been educated in large 
group environments in which they are expected to passively receive instruction from 
teachers with little individualisation or personal choice (Pham, 2010). Likewise, the 
constructs articulated in items within the Valuing Nursing Work sub-scale might be 
unfamiliar to participants due to the comparative disenfranchisement of the nursing 
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profession in Vietnam (Jones, O'Toole, Hoa, Chau, & Muc, 2000). Therefore, the V-
CLEI could possibly represent concepts that are not well understood or applied in the 
Vietnamese nursing context, and poor psychometric properties have resulted. This 
argument is strengthened by the lack of construct equivalence of the V-CLEI as 
demonstrated in the confirmatory factor analysis results, which did not support 
Newton et al.’s (2010) six-factor model. These elements all indicate that the 
constructs underpinning the original Inventory and the V-CLEI might not be 
translatable to the present study setting.  
Further, while there are obvious differences in Vietnamese students’ 
expectations of the CLE compared to Western students, it should be noted that 
nursing education in Vietnam is currently undergoing considerable reform 
(Vietnamese Government, 2005). Student-centred educational approaches are, in 
theory, a significant element of this reform. Despite the considerable effort on the 
part of Vietnamese and other Asian governments currently invested in the 
educational reform agenda, the change from teacher- to student-centredness in those 
countries has not progressed substantially (Pham & Renshaw, 2013). Until it does so, 
it seems that the V-CLEI will not provide the information needed upon which to base 
enhancement of the clinical learning environment in the study setting. 
For future research with the V-CLEI, the first two subscales (Affordances and 
Engagement and Student-centredness) seem to be reliable in the study context with 
high internal consistency and stability. It is therefore possible that only the first two 
V-CLEI subscales are currently valid in measuring nursing student’s perceptions of 
the CLE in Vietnamese contexts. This suggests that a Vietnamese research tool to 
investigate the issue should be developed based on the first two subscales of the V-
CLEI tested here. Nonetheless, α values are very much a function of the number of 
items in a scale (Cortina, 1993). Empirical evidence suggests that if an instrument or 
scale has many items, as these two scales do, it can have high α values even when the 
average correlation among items is very small and different constructs are in fact 
measured (Cortina, 1993; Kottner & Streiner, 2010). Further validations should 
therefore be conducted with respect to these two subscales. 
 In summary, findings from this study data indicate that the V-CLEI is not a 
valid instrument with which to investigate perceptions of nursing students in the 
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study context. Plausible explanations include cultural aspects that result in non-
equivalence of items and constructs within the instrument. 
7.2.2 Vietnamese nursing students’ perceptions of the clinical learning 
environment 
Although the results indicate that the psychometric properties of the V-CLEI 
are not optimal in this sample, data were presented through measures of central 
tendency and a narrative approach in order to appreciate students’ perceptions of 
their clinical learning environment.  
While the quantitative data indicated that students perceived the CLE 
positively, with scores ranging from 81 to 155 and a mean of 121 (SD = 13.6, range 
= 74) in a possible range of 50 to 200, the structured question responses indicated 
many barriers to student learning within the CLE. That is, the numerical and textual 
responses were dissonant. It is challenging to reconcile these divergences within 
different data types, although when this can be done it is argued that these data 
together often provide a sum that is greater than the individual parts (Bryman, 2007; 
Mengshoel, 2012; Wagner et al., 2012). Essentially, the divergence between 
numerical and textual data in this study is possibly explained by the sequence of 
items within the V-CLEI. Initially students were prompted to consider their clinical 
learning experiences by using the Likert scale to rate close-ended items. The 
quantitative items could have sensitised students to the issues; and therefore, the later 
structured question responses could more accurately represent their perceptions once 
they had time to think about them. From the researcher’s observation during the time 
the students completed the Inventory, they did so quietly and did not discuss it with 
each other; therefore, sensitising each other through discussion can be discounted. 
Given also that the data clearly indicate that the V-CLEI is not a reliable instrument 
in this study sample, it could be that the structured question responses more closely 
reflect the situation and students’ perspectives than the numerical data. Therefore, the 
structured question responses complement the numerical data in providing helpful 
insights into the CLE. The following discussion considers the implications of the 
structured question responses with respect to the Likert scale data. 
Students’ overall perception scores were associated with their clinical practice 
location. This might be due to the different numbers of students in each ward. 
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Respondents in wards that had fewer students rated their perceptions more positively 
than those in wards that had more students. It is possible that in wards that had fewer 
learners, the clinical preceptor had more opportunity to cater for students’ learning 
needs compared to other practice locations, which often had double the number of 
students. The literature in this field indicates that time constraints and work overload 
are the two greatest barriers to effective student mentoring by registered nurses; and 
it further demonstrates that registered nurses prioritise patient care over student 
learning in clinical placements with high workload pressures (Brammer, 2006; 
Myall, Levett-Jones, & Lathlean, 2008; Nettleton & Bray, 2008; Veeramah, 2012). 
For example, one study into registered nurses’ understanding of their roles in student 
learning during clinical practicum reported that when the pressure of workload 
increased, staff tended to help students to learn and share the workload at the same 
time by allocating students to lower acuity patients so the students could manage 
more independently (Brammer, 2006). Similarly, Brodie et al. (2004) concluded that 
registered nurses tended to exclude students from practice or left them alone when 
the pressure of workload increased. It is possible that nurses with high pressure 
workloads in busy wards in the present Vietnamese setting used these strategies to 
manage their roles; and this could explain the different student perceptions between 
wards as reflected in the mean scores. The trend in the free-text responses was 
consistent with this finding, wherein students stated that staff often assigned them to 
simple or irrelevant tasks, when they expected to be assigned relevant and 
challenging nursing work so that they could learn more. It is likely that the quantity 
of students and nursing workload in practice locations in this study has affected 
student’s perceptions of the CLE. 
Students’ perceptions also correlated negatively with the timeframe of clinical 
practice in the survey data. Irrespective of whether they had experienced a one or two 
week placement and how they subsequently rated that experience, in the free 
response section students expected that they should have longer clinical practice 
time. While problems in the V-CLEI reliability and validity have been identified, the 
free-text responses provide a different lens to interpret this situation. The text-based 
results are consistent with the findings of studies in Western contexts where causal 
relationships between a short duration of clinical practice and insufficient practice 
opportunities for students are reported (McCarthy & Murphy, 2008; Nettleton & 
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Bray, 2008; Veeramah, 2012). These studies identified that short clinical rotations 
limited the chance for students to learn by being exposed to the real ‘world of work’, 
and thus, reduced their learning opportunities. In light of these findings, students’ 
perceptions are consistent with the literature in that they expressed a desire to 
practise longer in clinical sites because the learning opportunities they were provided 
with were not sufficient for their learning needs. This suggests that the length of 
clinical rotation should be reconsidered so as to improve students’ learning 
experiences. Alternatively, if learning and teaching factors in the clinical practice 
experience were improved, more time for learning might not be needed to achieve 
professional competencies. 
Looking closely at the subscale data, there is a similar trend in all six subscales, 
with mean subscale scores over the mid-range (as presented in Table 6.10, page 71). 
This seems to indicate that students had positive perceptions about the concepts 
captured in the subscales of the V-CLEI. Nonetheless, what emerged from the 
structured responses reflected a different situation, wherein the barriers to learning 
described seem to dominate facilitating factors in the clinical learning environment. 
Due to the limited psychometric properties of the V-CLEI, students’ remarks in this 
case were carefully considered as possibly more closely representing reflections of 
their perceptions of the CLE than the sub-scale data. The following sections discuss 
the key findings of the free expression responses and V-CLEI subscales in light of 
relevant theoretical views. 
Affordances and Engagement 
This subscale relates to the opportunities given students to actively engage in 
ward activities. While nursing students are adult learners who are assumed to be self-
directed, internally motivated, and willing to learn (Knowles, 1968); the current 
environment seemed to inhibit their ability to learn as adults in this way. The free 
responses relevant to this subscale indicated negative perceptions of experiences, 
wherein the environment did not afford students with opportunities to use their 
internal motivation and readiness to actively engage in clinical practice. 
Overcrowding of students, uncooperative patients, insufficient practice facilities, and 
disorganised schedules were factors that students described as barriers to their 
learning and that they perceived prevented their engagement in clinical practice. 
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Although the respondents indicated that they were motivated to learn, these barriers 
led them to miss chances to observe nurses as role models in clinical practice, to 
undertake real nursing tasks, and to receive useful feedback. Consequently, students 
expressed that they were not confident in their nursing competence, despite this 
being the last year of their program. This finding is supported by the nursing clinical 
education literature, which confirms that these activities help students to self-monitor 
their performance, and enable their competence, confidence, and motivation 
(Ammon-Gaberson, 1987; Clynes & Raftery, 2008; Hayajneh, 2011; Henry, 1985; 
Poulos & Mahony, 2008; Rezaee & Ebrahimi, 2013). The nursing CLE should 
ideally afford students sufficient opportunities to be self-directed in gaining learning 
experiences, and in this way cater to those adult learner characteristics that motivate 
and encourage engagement with learning.  
A mismatch in learning behaviour expectations between students and 
supervising nurses could also provide an explanation for the minimal opportunities 
for learning afforded during clinical practice. The students were in the final year of 
their course and as such they were expected by the college to perform basic nursing 
skills independently, and to have some independence in clinical decision-making and 
problem-solving. However, it could be that the supervising nurses were not apprised 
of these expectations, or they did not trust the students’ capacity to provide patient 
care. Therefore, they did not allow students to participate in clinical nursing care 
consistent with the students’ expectations, and opportunities for students to provide 
care to real patients were limited. This suggests that mutual expectations for students 
should be clarified from the outset to enable a cooperative learning climate that 
maximises learning. This is consistent with adult learning principles that specify that 
both parties (learner and trainer) mutually formulate learning objectives (Knowles et 
al., 2012). Research in this area has consistently demonstrated that articulating and 
clarifying students’ expectations to themselves, as well as to their facilitators from 
the very start of the practice period facilitates results in positive learning experiences 
(Dale, et al., 2013).  
 
Student-centredness 
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This subscale explores the degree of student-centredness in the environment 
and particularly investigates the relationships between clinical teachers and 
preceptors with students. The data here are contradictory. For example, in the free-
text responses, some students described the placement as a student-centred 
environment, with the teachers’ focus being on individual students and positive 
interactions between learners and trainers. On the other hand, negative learner-
teacher relationships and no individualisation or personal focus were also articulated 
by students as barriers to learning in the environment; and these barriers seemed to 
dominate facilitating factors in the students’ remarks. The general impression from 
the free responses is of a negative environment where learners were not the centre of 
the learning process.  
 According to Knowles et al. (2012), adult students need to be taught in an 
environment characterised by mutual trust and respect, helpfulness, and openness 
and it is this type of interaction that centres the student within the learning interface. 
Empirical nursing research has also recognised mutual respect and trust within the 
student-staff relationship as essential to students’ attainment of professional 
competencies (Dale, et al., 2013; Severinsson & Sand, 2010). Nonetheless, in the 
current environment, trust and respect were absent, as students reported that they 
were seen as unskilled assistants and were treated badly by staff nurses. Many 
respondents, for example, reported being shouted at or assigned to simple or 
irrelevant nursing tasks. This might be due to the hierarchical nature of the 
Vietnamese nursing culture where respect is typically a one-way expression (i.e. 
from student to registered nurse) and students did not feel respected, were not given 
choices, or included as nursing team members. These findings resonate with 
international research, which has demonstrated the occurrence and the adverse 
effects of poor relationships in CLEs (Anthony & Yastik, 2011; Clarke, et al., 2012; 
Curtis, Bowen, & Reid, 2007; O'Mara, et al., 2014; Stevenson, et al., 2006). For 
example, nursing students in Curtis and colleagues’ study (2007) who experienced 
negative relationships in CLEs described feeling powerless, not being valued, and 
not being respected. In turn, this prevented them from engaging with the health care 
team; and thus, limited their learning opportunities. The absence of trust and respect 
has also been demonstrated to have negative effects on students’ sense of acceptance 
and belonging. These are important factors that encourage students’ motivation to 
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learn, their self-confidence, and their self-directed application (Courtney-Pratt, et al., 
2012; Dale, et al., 2013; Hartigan-Rogers, et al., 2007; Levett-Jones, et al., 2009).  
In terms of helpfulness and openness among nursing staff, these characteristics 
were not reported by respondents as a characteristic of the CLE they had just 
experienced. Their responses indicated that clinical teachers and preceptors were too 
busy to help students, some were not interested in teaching, or did not consider 
students’ learning a priority. It should be noted here that the participants were college 
nursing students studying a three-year Bachelor course, whereas the majority of staff 
nurses had a secondary degree (two-year course) qualification. It could be that staff 
nurses felt threatened by the students and this might have resulted in unhelpful 
relationships or poor treatment of students. A similar finding has been reported in a 
study conducted by Davey (2002). Irrespective of the underlying reason, it is clear 
that with respect to Knowles et al.’s (2012) principles of teaching, the CLE as 
described was not a student-centred environment and that the components of 
constructive student-supervisor relationships and belongingness were largely absent 
in the study context; either because they were not present in the environment, or 
because the students were not aware of the notions of constructive relationships and 
belongingness. This suggests that to establish and sustain a positive clinical learning 
environment, these issues should be addressed in future planning at the College.   
In addition, despite the recognition that feedback throughout clinical training is 
an important element of an effective learning environment (Hayajneh, 2011; Henry, 
1985; Knight & Yorke, 2007; Poulos & Mahony, 2008; Walsh, 2014b), neither the 
V-CLEI items, nor the text-based data captured the importance and nature of 
feedback. This suggests that either feedback is not important to the participants, or 
that future research on this topic and related instrument development should consider 
coverage of these factors. 
Enabling Individual Engagement 
This subscale explores the level of individualisation in CLEs, wherein students 
are able to have some control over their clinical experience, are allowed to make 
decisions in learning, and are treated differently according to their personal goals, 
ability or interest. The results of this subscale indicated positive perceptions about 
the CLE with mean scores in the mid-range. Yet the students’ free responses 
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demonstrated a lack of enablers of individual engagement in the CLE. Participants 
generally reported they were only allowed to undertake care that they had been told 
to by clinical teachers or staff nurses, staff did not care enough for students’ learning, 
and patients were not willing to be cared for by students. Although in the Vietnamese 
culture students generally do not expect their teachers to individualise and negotiate 
their learning experiences (Pham, 2010), their remarks indicated that they did value 
individualisation and choice in learning. International research has consistently 
concluded that nursing students prefer to practise in an environment that has a high 
level of individualisation (Chan & Ip, 2007; Henderson, et al., 2006; Midgley, 2006; 
Perli & Brugnolli, 2009; Smedley & Morey, 2009). The low level of 
individualisation in the present study is contrary to adult learning assumptions about 
the learners’ self-concept and learners’ experiences, where learner individual 
differences are emphasised and choices encouraged (Knowles et al., 2012).  
Valuing Nursing Work 
This subscale relates to students’ recognition of the value of nursing work. It 
assesses whether or not students have opportunities to actively participate in the 
environment and complete nursing care. The mean score for this subscale was similar 
to others in being within the mid-range; however, no free-text responses relevant to 
this subscale were reported by students. Cultural impact could be a possible 
explanation for the absence of remarks relevant to these concepts. Vietnamese 
nursing has a low public status and low political power (Jones, et al., 2000). Valuing 
Nursing Work might therefore be a new or foreign concept to respondents; thus, they 
had no opinion about this.  
Fostering Workplace Learning 
This subscale relates to a workplace that fosters learning and provides the 
infrastructure to encourage and respond to learning. The quantitative results revealed 
students’ positive perceptions in relation to this. Nonetheless, similar to other 
subscales, all free-text comments relevant to this concept were negative. They 
indicate that the CLE provided poor infrastructure and few opportunities to be 
involved in nursing care. Students’ readiness and self-directedness to learn were not 
supported in this CLE. Nursing scholars have suggested that students need to be 
involved in health care teams and work closely with their teachers and preceptors to 
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develop their professional competence (Brown, et al., 2013; Gaberson, et al., 2014). 
Empirical research also confirms the importance of students’ exposure to clinical role 
models to help them attain their learning outcomes (Donaldson & Carter, 2005; 
Perry, 2009). The concept of adult learning further emphasises the importance of the 
material amenities in the environment; that is, where the teacher provides the student 
with comfortable physical conditions that enhance their learning experience 
(Knowles et al., 2012). Clearly, the CLE did not provide students with conditions as 
recommended by the literature. Thus, this CLE did not appear to foster workplace 
learning, and could not enable students to gain positive experiences. In the 
Vietnamese context, there is the possibility that the CLE should be reconsidered by 
education providers so that it is more congruent with adult learning needs. 
Innovative and Adaptive Workplace Culture 
Flexibility and openness to innovation characterise a learning environment that 
is dynamic and within which opportunities for student learning arise frequently 
(McKenna & Stockhausen, 2013). Items in this subscale elicit the factors in a 
learning environment that impede innovation and the opportunity to deviate from the 
regular routine in response to dynamic needs. It is important to note that despite the 
positive orientation of the subscale name, i.e. ‘Innovative and Adaptive Workplace 
Culture’, all of the items in this subscale are negatively-worded. It might be that the 
lack of positively-worded items in this subscale directed students to report negative 
perceptions only, and did not give them the opportunity to rate perceptions as 
positive, if in fact they were. If this issue has influenced the results, it could be 
overcome by rewriting the subscale into a balance of positively and negatively 
worded items.  
In summary, given the reliability issues of the V-CLEI, it is difficult to draw 
clear conclusions about what is occurring in this environment. However, the findings 
from the free response questions illuminate a mismatch between the attributes of the 
current clinical learning environment and the assumptions of adult learning theory. 
While the higher education literature suggests that student-centred strategies drawing 
on adult learning concepts and theories assist educators to offer the best learning 
opportunities for self-directed adult learners (Ebata, 2010; Hains & Smith, 2012; 
Hosseini Bidokht & Assareh, 2011; O'Shea, 2003), the findings of this study provide 
little evidence of a student-centred environment. The study setting was not an 
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environment in which nursing students as adult learners were given choices, 
respected, motivated, or included.  
The data suggest that Vietnamese nursing education reform would benefit from 
better integration of adult learning concepts and theories, although the data also 
indicate that cultural norms, such as respect for hierarchies, might preclude their full 
translation to the Vietnamese context. However, research indicates that learning 
styles are more context- than culture-based. For example, one study of Asian 
international students in Australian universities demonstrated their capacity to adapt 
to Westernised learning expectations and methods: the longer they studied in 
Australia the more likely they were to adapt to and adopt Western teaching and 
learning styles, and ultimately, the majority preferred the student-centred style of 
learning they were exposed to in Australia (Wong, 2004). More recent research 
investigating the adoption of a student-centred learning approach in Vietnam also 
reported that Vietnamese learners adapted well to this approach (Pham & Renshaw, 
2013). It is therefore possible that although Vietnamese nursing students, similar to 
other Asian students, have long been exposed to a teacher-centred style of learning 
environment in which they are conditioned to be passive learners, they could still 
adapt to active learning styles if they are placed in an educational environment that 
promotes student-centredness. 
7.3 STRENGTHS AND LIMITATIONS OF THE STUDY 
Strengths  
This work had several strengths. First, it investigated a large sample and had a 
high response rate; therefore, the results can be considered representative of students’ 
perceptions of the nursing CLE provided in this college setting. Second, a 
combination of closed-ended and free response questions in the research instrument 
highlighted many dissonant but relevant insights into the current CLE and assisted in 
understanding the reliability issues identified in the Vietnamese version of the CLEI.  
 
Limitations  
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This study also had several limitations, including its cross-sectional design, 
which provides only a snapshot; the results therefore might differ if another time-
frame had been chosen. Further, this study was conducted exclusively in one 
Vietnamese institution; thus, the results might not be generalisable to other 
Vietnamese nursing education contexts. Another limitation is that due to the 
timeframes and size of the study, the instrument was not able to be piloted in a 
Vietnamese-speaking population, which would have enabled improvement of the 
psychometric properties of the instrument prior to undertaking the main study. The 
sample size for the confirmatory factor analysis was close to the required lower limit 
of five cases per CLEI item which could be a limitation which influenced reliability 
and validity results. 
7.4 RECOMMENDATIONS 
7.4.1 Recommendations for research  
This is the first time research in this area has been quantified using a survey in 
Vietnam. Although several limitations have been identified, this study revealed many 
potentially problematic issues in the CLE. Future investigation in this field should be 
undertaken across the country to provide a general picture about the Vietnamese 
CLE to inform any necessary change. However, due to the limitations of the research 
instrument, cultural aspects should be carefully considered in future research that 
employs instruments developed in a different culture and a pilot of the translated 
instrument should be included in the research design to enhance item equivalence 
and validity. If a pilot test is absent in a research plan, a fair percentage of potential 
participants should be included in the panel, which could broaden the content 
validation results. 
The first two V-CLEI subscales (Affordances and Engagement and Student-
centredness) appeared to be reliable in the study context. It is likely that these two 
subscales will usefully measure nursing student’s perceptions of the CLE in the 
Vietnamese nursing context in the future.  
The free-text responses provided many insights into the issues explored here; 
therefore, a further recommendation is to conduct focus groups and in-depth 
interviews to collect robust qualitative data around this issue to inform future 
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investigation of the study area in the Vietnamese context, particularly in terms of 
instrument development. 
The dissonance between the numerical and textual data raises lessons for future 
research in the field, as relying on Likert scale data alone would have resulted in 
highly-distorted perceptions of Vietnamese nursing students. A mixed-method design 
could be suitable in future investigations of the topic in the Vietnamese context. 
7.4.2   Recommendations for educational practice 
The results indicated that the CLE provided by the college does not meet 
students’ learning needs; therefore, it is necessary to improve selected aspects within 
it to fulfil students’ expectations at clinical sites and improve their learning 
outcomes. The major problems appear to be the quality of supervision, the quantity 
of students in each clinical ward, and how these facilitate (or not) learning 
opportunities in the clinical environment. Improvements could be achieved by 
improving organisational elements and structures that encourage adult learning-based 
conditions, and increasing student-centredness on the part of staff nurses and 
teaching staff. The following strategies are therefore recommended: 
1) Improve collaboration between the college and hospital by holding 
annual meetings that address issues relevant to clinical practice for students. Clinical 
coordinators of the college and head nurses of clinical wards should be involved in 
these meetings so that they can contribute practical strategies for clinical educational 
improvement in coming years. This would help to develop and maintain relationships 
and cooperation between organisations; and therefore better support student’s 
learning in clinical settings. 
2) Conduct a preceptorship program. Students’ remarks suggested that 
teaching methods in the clinical sites were problematic, were not innovative, and 
required improvement. Since the last preceptor program for staff nurses was 
conducted at the college three years ago, there has been no further relevant or 
repeated program. It is therefore recommended that this program be revised and re-
implemented, with a focus on strengthening the mentoring capacity of clinical 
preceptors. 
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3) Enhance scheduling. Students commented that the schedule of lectures and 
clinical practice was too dense; wherein they had clinical practice in the morning, 
lectures during the afternoon, and then some students had extra night shifts. This 
unreasonable schedule directly affected their health and learning. Therefore, the 
college should review the whole program and current semester plan. For example, 
lectures should ideally not occur concurrently with clinical practice. This allows 
students to concentrate on a certain part of learning at specific times, thereby 
allowing them to learn more effectively. 
4) Expand clinical practice locations and contexts. To reduce student 
density during practicum it would be useful to consider scheduling clinical 
placements outside the normal geographic boundaries and moving clinical education 
from traditional into non-traditional placements across the province, such as district 
hospitals, private hospitals, and clinics. An alternative is to explore the use of 
community primary health settings for new clinical locations. These strategies could 
help the college to resolve student overcrowding in wards and to improve staff-
student supervision ratios. Additionally, expanded clinical practice locations are 
likely to offer students exposure to a wider array of health care service provision, 
rather than focusing solely on public hospitals and acute care, as well as offering 
broader learning opportunities and perspectives of health care needs and services 
than is currently provided.  
5) Create clinical coordinator positions. The nursing school could appoint a 
clinical practice coordinator to address the overlap of different nursing student 
groups. It might also be efficient to centralise clinical placements in the college and 
appoint a coordinator to arrange placements for all of the professional programs.  
6) Improve planning and negotiating of placements. Currently the study 
setting hospital caters to many levels and categories of nursing students from several 
universities throughout the province, including secondary nursing, midwifery, 
baccalaureate, as well as students from other health sciences. Therefore, timely 
planning and negotiating with clinical providers and other universities could enable 
the college to isolate a sufficient number of clinical placements, avoid overlapping, 
and consequently reduce the number of students within each clinical ward rotation.  
7) Develop clear clinical practicum guidelines. Both students and clinical 
nursing staff would benefit from this goal, to ensure that learning outcomes and 
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expectations are clearly understood by both. Students can also use such resources to 
be more self-directed in locating learning opportunities and reduce their reliance on 
college staff or clinical nurses to drive their learning.  
8) Establish a feedback mechanism for both the clinical site and the 
college. The development of a feedback mechanism from students through face-to-
face contact, surveys, and questionnaires could start a program of continuous quality 
improvement for the clinical placements of students. It would be particularly useful 
to ensure that feedback is used to guide movement towards student-centredness and 
adult learning conditions. 
7.5 CONCLUSION 
Due to the limited psychometric properties of the V-CLEI, the absence of a 
valid instrument to investigate student perceptions on the topic still exists. A 
noteworthy issue to consider in future research is that when a Western instrument is 
employed to collect data in Vietnamese contexts, cultural differences between the 
two populations should be carefully considered.  
Despite the limitations of the translated instrument, this study has provided 
insights into the quality of the clinical learning environment in a Vietnamese nursing 
educational institution. From the students’ perspective, the environment does not 
appear to meet their learning needs. Some barriers to learning identified in the CLE 
are universal in nursing education; others are typical of the Vietnamese context, such 
as overcrowding of students, a shortage of learning facilities, and a lack of patient 
cooperation. The negative effect of an inherently hierarchical culture on students’ 
learning is also an important finding that clinical educators should consider when 
planning improvements to the CLE. The college needs to be concerned about solving 
problems in clinical education to ensure that it graduates students who meet the 
recently endorsed minimum national nursing competency standards. 
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Appendix B: Translator Information Sheet and Consent form 
 
PARTICIPANT INFORMATION FOR QUT 
RESEARCH PROJECT 
– Translator– 
Vietnamese nursing students' perceptions of their clinical learning 
environment: A cross-sectional survey 
QUT Ethics Approval Number 1400000782 
RESEARCH TEAM  
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – 
QUT  
School of Nursing – Faculty of Health – 
QUT 
Email: 
thihue.truong@student.qut.edu.au  
Email: j.ramsbotham@qut.edu.au 
 
 Dr Joanne Ramsbotham 
 School of Nursing – Faculty of Health – QUT 
 Phone  +6173138 3902 
Email: j.ramsbotham@qut.edu.au 
 
DESCRIPTION 
This project is being conducted as part of Masters study at the Queensland University 
of Technology for Hue Thi Truong.   
The purpose of this project is to explore nursing students’ perceptions of their 
clinical learning environment. The first phase of this project is to translate and 
validate the modified Clinical Learning Environment Inventory [CLEI] (Newton et 
al., 2010). This phase involves translation of the modified CLEI and an expert panel 
to assist with the translation, adaptation and validation process to make the modified 
Clinical Learning Environment Inventory suitable for use in the Vietnamese context.  
You are invited to participate in the first part of the project to translate the modified 
Clinical Learning Environment Inventory from English into Vietnamese [or from 
Vietnamese into English]. 
This Participant Information sheet contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not to take part in it. 
Please read this Participant Information sheet carefully. Feel free to ask questions 
about any information in the document.  
 
PARTICIPATION 
You will be asked to translate the modified Clinical Learning Environment Inventory 
from English to Vietnamese [or from Vietnamese into English]. The translated 
version is required to be accurate, clear and easily understood by third-year nursing 
students. This translation process should take you about three hours in total. If there 
is any difference between your translation and another translator’s, you will be asked 
to discuss with him/her and the researcher to come to an agreement on the translated 
instrument.  
You do not need to participate in the study if you do not wish to. You may withdraw 
from the study at any time. If you do decide to withdraw, on request any data you 
have already provided will be retained or destroyed by the researchers. 
 
 
EXPECTED BENEFITS 
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It is expected that this project will not benefit you directly. However, your translation 
will contribute greatly to the development of a draft Vietnamese version of the 
Clinical Learning Environment Inventory. More broadly, your participation will 
make a contribution to the development of nursing education in Vietnam.   
To compensate you for your time, a QUT translation rate of AU$30 per hour will be 
applied. A total of AU$ 90 (three hours) [VND$1,787,000] will be provided. If you 
wish to receive the payment, please complete a receipt form with contact details and 
return it to the researcher via email.  
RISKS 
There are no forecast risks beyond normal day-to-day living associated with your 
participation in this project. 
PRIVACY AND CONFIDENTIALITY 
Your name will not appear in any publication that arises from this study. The 
translated instrument as part of this project will be stored securely as per QUT’s 
Management of research data policy. 
The project is funded by the Australian Award Scholarship and this agency will not 
have access to the data obtained during or following the project. 
CONSENT TO PARTICIPATE 
If you agree to participate in this study, please sign the consent form below and 
return it to the researcher via email.  
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require any further information please contact one of the 
research team members below. 
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – 
QUT  
School of Nursing – Faculty of Health – 
QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE 
PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects. 
However, if you do have any concerns or complaints about the ethical conduct of the 
project you may contact the QUT Research Ethics Unit on +61 7 3138 5123 or email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial 
manner. 
Thank you for helping with this research project.  Please keep this sheet for your 
information. 
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CONSENT FORM FOR QUT RESEARCH 
PROJECT 
– Translator– 
Vietnamese nursing students' perceptions of their clinical learning 
environment: A cross-sectional survey 
QUT Ethics Approval Number 1400000782 
RESEARCH TEAM CONTACTS 
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – QUT  School of Nursing – Faculty of Health – QUT 
Email: thihue.truong@student.qut.edu.au  Phone  +6173138 3902 
Email: j.ramsbotham@qut.edu.au 
 
Dr Joanne Ramsbotham  
School of Nursing – Faculty of 
Health – QUT 
 
Email: j.ramsbotham@qut.edu.au  
 
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 Have read and understood the information document regarding this project. 
 Have had any questions answered to your satisfaction. 
 Agree to keep all information related to this project confidential. 
 Understand that the research data may be used in future research for comparative 
purposes. 
 Understand that if you have any additional questions you can contact the research 
team. 
 Understand that you are free to withdraw at any time, without comment or 
penalty. 
 Understand that you can contact the Research Ethics Unit on +61 7 3138 5123 or 
email ethicscontact@qut.edu.au if you have concerns about the ethical conduct of 
the project. 
 Agree to participate in the project. 
 
Name  
Signature  
Date   
 
 
Please return this sheet to the investigator. 
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Appendix C: Panel member Information Sheet and Consent form 
 
PARTICIPANT INFORMATION FOR QUT 
RESEARCH PROJECT 
– Panel – 
Vietnamese nursing students' perceptions of their clinical learning 
environment: A cross-sectional survey 
QUT Ethics Approval Number 1400000782 
RESEARCH TEAM  
Principal Researcher: Mrs Truong Thi Hue Masters Student, QUT    
Associate 
Researchers: 
       Dr Joanne Ramsbotham       Principal Supervisor, QUT 
       Prof Alexandra McCarthy  Associate Supervisor, QUT 
DESCRIPTION 
This project is being conducted as part of Masters study at the Queensland University 
of Technology for Hue Thi Truong.    
The purpose of this project is to explore nursing students’ perceptions of their 
clinical learning environment. The first phase of this project is to translate and 
validate the modified Clinical Learning Environment Inventory (Newton et al.,  
2010). This phase involves an expert panel to assist with the translation, adaptation 
and validation process of the modified Clinical Learning Environment Inventory 
suitable for the Vietnamese context.  
This Participant Information sheet contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not to take part in it.  
Please read this Participant Information sheet carefully. Feel free to ask questions 
about any information in the document.  
You are invited to participate in the first part of the project that uses your opinions 
and comments to reach meaning and colloquial equivalence between the Vietnamese 
and English versions of the translated Clinical Learning Environment Inventory. 
Once you understand your participation in the project and if you agree to take part in 
it, you will be invited to sign a written informed consent and return it to the 
researcher. 
PARTICIPATION 
Ten people will be invited to join the panel. Panel members will include a variety of 
people who have relevant understanding of nursing teaching environments. The 
purpose of the panel is to assess the relevance, comprehension, clarity, 
appropriateness and adequacy of the items of the translated Inventory.  
Once you agree to participate, you will be provided with a survey on which to rate 
your judgement and guidance to assess each term by scoring comprehension, clarity, 
appropriateness and adequacy, and to give your comments and opinions about the 
clarity of Inventory items and if items should be revised to enhance student 
comprehension. It is estimated that this task will take you about one hour. 
You will complete the required tasks privately at a place and time convenient to you. 
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Your participation in this project is entirely voluntary. You do not need to participate 
in the study if you do not wish to or you can withdraw from the study at any time. 
Once you have submitted your completed survey, it will not be possible to withdraw 
as the data are stored separately to your personal details and are therefore 
unidentifiable. 
 
EXPECTED BENEFITS 
It is expected that this project will not benefit you directly. However, your opinions, 
comments and judgments will contribute greatly to the completion of the Vietnamese 
version of the Clinical Learning Environment Inventory. More broadly, your 
participation will make a contribution to the development of nursing education in 
Vietnam.   
To compensate you for your time, AUD$30 [VND$560,000] will be provided. If you 
wish to receive the payment, you will be asked to sign a receipt form and return it to 
the researcher by hard copy or via email.  
RISKS 
There are no forecast risks beyond normal day-to-day living associated with your 
participation in this project. 
PRIVACY AND CONFIDENTIALITY 
All comments and responses will be treated confidentially, and your name will not 
appear in any publication that arises from this study. Any data collected as part of 
this project will be stored securely as per QUT’s management of research data 
policy. 
Your name and any identifying information such as email address will be stored 
securely in a separate data file and will not be linked to your responses.  
The project is funded by an Australia Award Scholarship. The funding body will not 
have access to the data obtained during or following the project. 
CONSENT TO PARTICIPATE 
The consent form will be delivered via email. You will give your consent to 
participate in this research by reading and signing the attached form. The signed 
consent form can be returned via email. 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require any further information please contact one of the 
research team members below. 
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – 
QUT  
School of Nursing – Faculty of Health – 
QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE 
PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects. 
However, if you do have any concerns or complaints about the ethical conduct of the 
project you may contact the QUT Research Ethics Unit on +61 7 3138 5123 or email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial 
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manner. 
Thank you for helping with this research project. Please keep this sheet for your 
information.  
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CONSENT FORM FOR QUT RESEARCH 
PROJECT 
– Panel– 
Vietnamese nursing students' perceptions of their clinical learning 
environment: A cross-sectional survey 
QUT Ethics Approval Number 1400000782 
RESEARCH TEAM CONTACTS 
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – 
QUT  
School of Nursing – Faculty of 
Health – QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 Have read and understood the information document regarding this project. 
 Have had any questions answered to your satisfaction. 
 Agree to keep all information related to this project confidential. 
 Understand that the research data may be used in future research for comparative 
purposes. 
 Understand that if you have any additional questions you can contact the research 
team. 
 Understand that once I have submitted my completed survey, it will not be 
possible to withdraw. 
 Understand that you can contact the Research Ethics Unit on +61 7 3138 5123 or 
email ethicscontact@qut.edu.au or contact Ethics committee if you have 
concerns about the ethical conduct of the project. 
 Agree to participate in the project. 
 
Name  
Signature  
Date   
 
Please return this sheet to the investigator. 
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THÔNG TIN VỀ ĐỀ TÀI NGHIÊN CỨU 
– Nhóm kiểm định– 
Ý kiến đánh giá của sinh viên Việt Nam về môi trường thực hành lâm sàng tại 
bênh viện 
Số hồ sơ đạo đức nghiên cứu (QUT) 1400000782 
NHÓM NGHIÊN CỨU 
Chủ nhiệm đề tài : 
Trương Thị Huệ Sinh viên cao học, Đại học 
công nghệ Queensland (QUT) 
Đồng chủ nhiệm: Tiến sĩ Joanne Ramsbotham          Người hướng dẫn, QUT 
 Giáo sư Alexandra McCarthy Người hướng dẫn, QUT  
  
MÔ TẢ 
Nghiên cứu này là một phần trong chương trình Thạc sĩ của Trương Thị Huệ tai Đại 
học Công nghệ Queensland.  
Mục đích của nghiên cứu này là nhằm khảo sát ý kiến đánh giá của sinh viên điều 
dưỡng về môi trường thực hành lâm sàng. Giai đoạn một sẽ bao gồm việc dịch và 
kiểm định bộ công cụ nghiên cứu “Khảo sát môi trường thực hành lâm sàng”. Giai 
đoạn này cần một nhóm chuyên gia để kiểm định bộ công cụ về mức độ phù hợp để 
sử dụng tại Việt Nam.  
Tờ thông tin này nhằm cung cấp thông tin và giải thích rõ qui trình của đề tài. 
Ông/bà đọc kỹ các thông tin trước khi quyết định tham gia vào đề tài. Nếu cần thêm 
thông tin gì, ông/bà có thể liên lạc với chúng tôi theo thông tin cá nhân được cung 
cấp bên dưới.  
Nếu ông/bà quyết định cộng tác với chúng tôi, ông bà sẽ được yêu cầu đánh độ phù 
hợp của bộ công cụ “Khảo sát ý kiến sinh viên về môi trường thực tập lâm sàng” cho 
việc sử dụng cho mục đích nghiên cứu ở Việt Nam.   
Nếu ông/bà quyết định tham gia, ông/bà được cung cấp và ký vào bản cam kết.  
TRÁCH NHIỆM 
Nhóm kiểm định bao gồm 10 thành viên am hiểu về môi trường giảng dạy lâm sàng. 
Các thành viên sẽ đánh giá tính liên quan, tính rõ ràng, tính phù hợp và thỏa đáng của 
các câu hỏi trong bộ công cụ.  
Ông/bà sẽ được cung cấp một mẫu đánh giá để cho điểm về độ rõ ràng, phù hợp và 
thỏa đáng của các câu hỏi cũng như ý kiến góp ý/ chỉnh sửa cho từng câu hỏi trong 
bộ công cụ. Ông/bà sẽ dành khoảng 01 giờ để hoàn thành việc đánh giá.  
Ông/bà sẽ được cung cấp chỗ ngồi thuận tiện để tiến hành việc đánh giá. 
Việc ông/bà quyết định tham gia vào nhóm kiểm định là hoàn toàn tự nguyện. Trong 
quá trình tham gia, ông/bà có thể rút khỏi nghiên cứu bất cứ lúc nào ông/bà muốn 
ngoại trừ khi ông /bà đã nộp bản đánh giá cho chúng tôi vì các bản đánh giá sẽ không 
lưu thông tin cá nhân của ông/bà trên đó. 
QUYỀN LỢI 
Ông/bà sẽ không trực tiếp hưởng lợi ích trực tiếp từ nghiên cứu này. Tuy nhiên, ý 
kiến góp ý và đánh giá của ông /bà là những đóng góp quan trọng cho việc hoàn 
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thành bộ công cụ nghiên cứu “Khảo sát ý kiến sinh viên về môi trường thực tập lâm 
sàng” nói riêng và cũng là đóng góp cho sự phát triển của giáo dục điều dưỡng Việt 
Nam nói chung. 
Ông/bà sẽ được trả AUD$30 [VND$560.000] cho công việc đánh giá. Làm ơn ký 
vào biên nhận và gửi trực tiếp cho chủ nhiệm đề tài hoặc qua email.  
NGUY CƠ 
Sẽ không có nguy cơ nào liên quan đến cuộc sống hàng ngày của ông/bà khi tham 
gia vào nghiên cứu này. 
BẢO MẬT 
Tất cả những đánh giá và ý kiến của ông/bà sẽ được bảo mật. Thông tin cá nhân của 
ông/bà cũng sẽ không bị tiết lộ khi nghiên cứu này được công khai. Tất cả dữ liệu từ 
nghiên cứu sẽ được lưu giữ an toàn theo qui chế bảo mật tài liệu của QUT. 
Thông tin cá nhân của ông/bà cũng sẽ được lưu giữ an toàn và tách biệt với phiếu 
đánh giá mà ông bà đã hoàn thành.  
Nghiên cứu này được tài trợ bởi Australia Award Scholarship. Nhà tài trợ sẽ không 
có quyền tiếp cận dữ liệu trong và sau khi dự án này kết thúc.  
CAM KẾT THAM GIA 
Ông/bà sẽ nhận và ký vào tờ cam kết, sau đó gửi lại cho chúng tôi qua email. 
THÔNG TIN THÊM VỀ NGHIÊN CỨU 
Nếu ông/bà cần thêm thông tin liên quan đến nghiên cứu này, xin vui lòng liên hệ với 
nhóm nghiên cứu theo thông tin bên dưới.  
Ms Trương Thị Huệ Dr Joanne Ramsbotham 
Trường điều dưỡng – Khoa sức khỏe – QUT  Trường điều dưỡng – Khoa sức 
khỏe – QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
Ý KIẾN ĐÓNG GÓP  
QUT đang thực hiện trung thực và đạo đức trong việc tiến hành các nghiên cứu. Tuy 
nhiên, nếu ông/bà có bất kỳ lo lắng hoặc đóng góp cho việc thực hiện nghiên cứu xin 
vui lòng liên hệ đơn vị phụ trách đạo đức nghiên cứu của QUT theo số  +61 7 3138 
5123 hoặc email ethicscontact@qut.edu.au. Đơn vị phụ trách đạo đức nghiên cứu của 
QUT không có bất cứ liên hệ nào với nghiên cứu này  và họ có thể giúp ông/bà giải 
quyết các lo ngại về đạo đức nghiên cứu. 
Chân thành cám ơn sự hợp tác. Ông/bà giữ phiếu này để tham khảo. 
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PHIẾU CAM KẾT THAM GIA VÀO 
NGHIÊN CỨU 
– NHÓM KIỂM ĐỊNH– 
Ý kiến đánh giá của sinh viên Việt Nam về môi trường thực hành lâm sàng tại 
bênh viện 
Số hồ sơ đạo đức nghiên cứu (QUT) 1400000782 
Thông tin liên lạc của nhóm nghiên cứu 
Ms Trương Thị Huệ Dr Joanne Ramsbotham 
Trường điều dưỡng – Khoa sức khỏe – QUT  Trường điều dưỡng – Khoa sức 
khỏe – QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
Điều khoản cam kết 
Việc ký vào bản cam kết này chứng tỏ ông/bà đã:  
 Đọc và hiểu rõ các thông tin liên quan đến đề tài nghiên cứu. 
 Các thắc mắc đã được làm rõ. 
 Đồng ý giữ bí mật các thông tin của đề tài. 
 Hiểu rằng dữ liệu của đề tài này có thể sẽ được sử dụng trong tương lai với mục 
đích so sánh. 
 Biết cách liên hệ với nhóm nghiên cứu nếu có vấn đề cần hỏi thêm. 
 Biết là ông /bà có quyền rút khỏi nghiên cứu bất cứ lúc nào và không bị bất kỳ 
hậu quả nào.  
 Biết là có thể liên lạc với đơn vị Đạo đức nghiên cứu của QUT qua điện thoại 
+61 7 3138 5123 hoặc email ethicscontact@qut.edu.au hoặc liên hệ với hội đồng 
đạo đức nghiên cứ nếu có bất kỳ lo ngại nào về đạo đức nghiên cứu của đề tài 
này. 
 Đồng ý tham gia vào nghiên cứu. 
 
Họ tên  
Chữ ký  
Ngày   
 
Xin ông/bà gửi lại phiếu này cho nhóm nghiên cứu. 
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Appendix D: Questionnaire for Expert panel judgement 
THE EXPERT PANEL JUDGEMENT SURVEY – PHASE 1 
(English version will be translated into Vietnamese by researcher) 
Using your judgement, rate each main item and sub item in one of the columns marked 1, 2, 3 or 4 following the below objectives: 
1. Relevance 
2. Clarity 
3. Comprehension 
4. Appropriateness of rating scale 
If an item needs to be revised, please give suggestion on how this item can be revised to be more understandable 
Please tick X in the appropriate box 
Factors/Items 
Relevance 
 
1. Item is not 
relevant 
2. Item needs 
major revision 
to be relevant 
3. Item needs 
minor revision 
to be relevant 
4. Item is 
relevant 
Clarity 
 
1. Item is 
not clear 
2. Item 
needs 
major 
revision to 
be clear 
3. Item 
needs 
minor 
revision to 
be clear 
4. Item is 
clear 
Comprehension 
 
1. Item is not 
understandable 
2. Item needs 
major revision 
to be 
understandable 
3. Item needs 
minor revision 
to be 
understandable 
4. Item is 
understandable 
Appropriateness 
of rating scale  
1. Rating scale is 
not appropriate 
2. Rating scale 
needs major 
revision to be 
appropriate 
3. Rating scale 
needs minor 
revision to be 
appropriate 
4. Rating scale is 
appropriate 
How can 
this item be 
revised to be 
more 
understandable? 
Assessment 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4  
Listed below are questions to assess students’                  
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perception of the clinical learning environment. 
(Answers are: Strongly Agree,  Agree, Disagree, 
Strongly Disagree) 
Directions: 
The purpose of this questionnaire is to explore your 
views on your most recent clinical placement. The 
questionnaire assesses your opinion about what this 
clinical placement was ACTUALLY like. Indicate 
your opinion about each statement that describes what 
this clinical placement is ACTUALLY like, by shading 
the appropriate circle using the rating scale provided. 
                 
1a. The clinical teacher considers students’ feelings.                  
1b. The preceptor considers students’ feelings.                  
2a. The clinical teacher talks to rather than listens to 
the students. 
                 
2b. The preceptor talks to rather than listens to the 
students. 
                 
3. Students look forward to coming to clinical 
placement. 
                 
4. Students know exactly what has to be done in the 
ward. 
                 
5. New ideas are seldom tried out in this ward.                  
6. All staff in the ward are expected to do the same 
work in the same way. 
                 
7. The clinical teacher talks individually with students.                  
8. Students put effort into what they do in the ward.                  
9. Students are dissatisfied with what is done in the 
ward. 
                 
10. Getting a certain amount of work done is important                  
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in this ward. 
11. New and different ways of teaching students are 
seldom used in the ward. 
                 
12. Students are generally allowed to work at their own 
pace. 
                 
13a. The clinical teacher goes out of his/her way to 
help students. 
                 
13b. The preceptor goes out of his/her way to help 
students. 
                 
14. Students “clock watch” in this ward (can’t wait till 
the end of the shift). 
                 
15. After the shift, the students have a sense of 
satisfaction. 
                 
16a. The clinical teacher often gets side-tracked instead 
of sticking to the point. 
                 
16b. The preceptor often gets side-tracked instead of 
sticking to the point. 
                 
17a. The clinical teacher thinks up innovative activities 
for students. 
                 
17b. The preceptor thinks up innovative activities for 
students. 
                 
18. Students have a say in how the shift is spent.                  
19a. The clinical teacher helps the student who is 
having trouble with the work. 
                 
19b. The preceptor helps the student who is having 
trouble with the work. 
                 
20. Students in this ward pay attention to what others 
are saying. 
                 
21. This clinical placement is a waste of time.                  
22. This is a disorganised clinical placement.                  
23. Teaching approaches in this ward are characterised 
by innovation and variety. 
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24. Students are allowed to negotiate their work load in 
the ward. 
                 
25. The clinical teacher seldom goes around the ward 
to talk to students. 
                 
26. Students have little opportunity to be involved with 
the process of handing over to staff in the ward for the 
next shift. 
                 
27. This clinical placement is boring.                  
28. Ward assignments are clear so that students know 
what to do. 
                 
29. The same ward staff member works with the 
students for most of this placement. 
                 
30. Teaching approaches allow students to proceed at 
their own pace. 
                 
31a. The clinical teacher is not interested in students’ 
problems. 
                 
31b. The preceptor is not interested in students’ 
problems. 
                 
32. There are opportunities for students to express 
opinions in this ward. 
                 
33. Students enjoy coming to this ward.                  
34. Ward staff are often punctual.                  
35a. The clinical teacher often thinks of interesting 
activities for the students. 
                 
35b. The preceptor often thinks of interesting activities 
for the students. 
                 
36. There is little opportunity for a student to pursue 
his/her particular interest in this ward. 
                 
37a. The clinical teacher is unfriendly and 
inconsiderate towards students. 
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37b. The preceptor is unfriendly and inconsiderate 
towards students. 
                 
38. The clinical teacher dominates debriefing sessions.                  
39. This clinical placement is interesting.                  
40. Workload allocations in this ward are carefully 
planned. 
                 
41. Students seem to do the same type of tasks in every 
shift. 
                 
Thank you for helping with this research project. 
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Appendix E: Research Instrument (Vietnamese version) 
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Appendix F: Permission to conduct research from Khanhoa Medical College 
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Appendix G: Participant Information Sheet (Student) 
(English version will be translated into Vietnamese by researcher) 
 
 
PARTICIPANT INFORMATION FOR QUT 
RESEARCH PROJECT 
– Questionnaire – 
Vietnamese nursing students' perceptions of their clinical learning 
environment: A cross-sectional survey  
QUT Ethics Approval Number 1400000782 
 
RESEARCH TEAM   
Principal Researcher: 
Mrs Truong Thi Hue - Masters Student, Queensland 
University of Technology (QUT) 
Associate 
Researchers: 
Dr Joanne Ramsbotham - Principal Supervisor, QUT  
Prof Alexandra McCarthy - Associate Supervisor, QUT 
 
 
DESCRIPTION 
This project is being conducted as part of Masters degree study at the Queensland 
University of Technology for Hue Thi Truong.    
The purpose of this project is to explore nursing students’ perceptions of their 
clinical learning environment. This Participant Information sheet contains detailed 
information about the research project. Its purpose is to explain to you as openly and 
clearly as possible all the procedures involved in this project before you decide 
whether or not to take part in it.  Please read this Participant Information sheet 
carefully. Feel free to ask questions about any information in the document.  
You are invited to participate in the project because your response will assist to 
explore the clinical learning environment at Khanhhoa Provincial Hospital.  
You will be asked questions about your experience on your most recent clinical 
placement and factors in the clinical setting that facilitated or obstructed your 
learning. For example, you will be asked if you agree or disagree with a statement 
such as “The clinical teacher helps the student who is having trouble with the work”. 
You may also be asked to do the questionnaire again one week later for the purposes 
of validation of the inventory. Not all students will be required to repeat the 
questionnaire and the selection will be random from among those who agree to be 
contacted. 
 
 144 Appendices 
 
PARTICIPATION 
Participation will involve completing the Vetnamese version of the modified Clinical 
Learning Environment Inventory (Newton et al., 2010) questionnaire with Likert 
scale answers (items scored 4, 3, 2 and 1, respectively, for the responses strongly 
agree, agree, disagree, and strongly disagree) and answering three short open-ended 
questions in your own language. This will take approximately 40 minutes of your 
time. The questionnaire contains 50 items, three structured questions and 
demographic questions. 
Your participation in this project is entirely voluntary. If you agree to participate you 
do not have to complete any question(s) you are uncomfortable answering. Your 
decision to participate or not participate will in no way impact upon your current or 
future relationship with QUT or with Khanhhoa Medical College (for example, your 
grades). If you do agree to participate you can withdraw from the project without 
comment or penalty. Any identifiable information already obtained from you will be 
destroyed. It will be possible to withdraw the submitted questionnaire. You will be 
identifiable by a unique code assigned to your name. The list of names and codes 
will be accessed only by the researcher and will be stored separately from your 
submitted questionnaire. A code only will appear on the questionnaire. 
 
EXPECTED BENEFITS 
It is expected that this project will not directly benefit you. However, it may benefit 
future nursing students and may also contribute to development of nursing education 
in Khanhhoa Medical College and within Vietnam. 
 
To recognise your contribution, following the first inventory all student names will 
be entered into a draw whereby ten participants will have an opportunity to win a 
movie ticket valued at VND$130,000. Following the second inventory all 
participants will receive one movie ticket valued at VND$130,000.   
RISKS 
There are no risks beyond normal day-to-day living associated with your 
participation in this project. Your answers in the questionnaire will not be seen by 
your clinical teachers or any other persons outside the investigating team. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses are anonymous and will be treated confidentially unless 
required by law. The names of individual persons are not required in any of the 
responses. Only aggregate data will be used in any reporting of the findings. 
 
Any data collected as part of this project will be stored securely as per QUT’s 
Management of research data policy. 
 
 This project is funded by Australia Award Scholarship. The funding body will not 
have access to the data obtained during the project. 
CONSENT TO PARTICIPATE 
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The return of the completed questionnaire is accepted as an indication of your 
consent to participate in this project. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require further information please contact one of the 
research team members below. 
 
Ms Truong Thi Hue Dr Joanne Ramsbotham 
School of Nursing – Faculty of Health – 
QUT  
School of Nursing – Faculty of Health – 
QUT 
Email: thihue.truong@student.qut.edu.au   Email: j.ramsbotham@qut.edu.au 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE 
PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects.  
However, if you do have any concerns or complaints about the ethical conduct of the 
project you may contact the QUT Research Ethics Unit via email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial 
manner. 
 
Thank you for helping with this research project.  Please keep this sheet for your 
information. 
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Participant Information Sheet (Vietnamese) 
 
 
THÔNG TIN VỀ ĐỀ TÀI NGHIÊN CỨU 
– Bộ câu hỏi– 
Ý kiến đánh giá của sinh viên Việt Nam về môi trường thực hành lâm sàng tại 
bênh viện 
Số hồ sơ đạo đức nghiên cứu (QUT) 1400000782 
NHÓM NGHIÊN CỨU 
Chủ nhiệm đề tài : 
Trương Thị Huệ - Sinh viên cao học, Đại học công nghệ 
Queensland (QUT) 
Đồng chủ nhiệm: Tiến sĩ Joanne Ramsbotham  -  Người hướng dẫn, QUT 
 Giáo sư Alexandra McCarthy - Người hướng dẫn, QUT  
MÔ TẢ 
Nghiên cứu này là một phần trong chương trình Thạc sĩ của Trương Thị Huệ tai Đại 
học Công nghệ Queensland.  
Mục đích của nghiên cứu này là nhằm khảo sát ý kiến đánh giá của sinh viên điều 
dưỡng về môi trường thực hành lâm sàng. Tờ thông tin này nhằm cung cấp thông tin 
và giải thích rõ qui trình của nghiên cứu này. Bạn hãy đọc kỹ các thông tin trước khi 
quyết định tham gia vào nghiên cứu này. Nếu cần thêm thông tin gì, bạn có thể liên 
lạc với chúng tôi theo thông tin cá nhân được cung cấp bên dưới.  
Chúng tôi mời bạn tham gia vào dự án nghiên cứu này vì câu trả lời của bạn sẽ giúp 
chúng tôi đánh giá môi trường học tập lâm sàng tại Bệnh viện Đa khoa tỉnh Khánh 
Hòa. 
Bạn sẽ được hỏi những câu hỏi về cảm nhận của bạn về việc học lâm sàng tại bệnh 
viện. Những khó khăn và thuận lợi bạn đã trải qua trong quá trình thực hành tại bệnh 
viện.  Ví dụ như bạn sẽ được hỏi “Giáo viên lâm sàng có giúp những sinh viên còn 
gặp khó khăn trong việc thực tập không”. Bạn cũng sẽ có thể được mời tham gia vào 
khảo sát lần hai với mục đích kiểm định bộ câu hỏi. Chỉ một số sinh viên được yêu 
cầu trả lời bộ câu hỏi lần 2. Những sinh viên này sẽ được lựa chọn ngẫu nhiên từ 
nhóm những sinh viên đã tham gia trả lời bộ câu hỏi lần 1 và đồng ý liên lạc cho lần 
khảo sát thứ 2. 
TRÁCH NHIỆM 
Nhiệm vụ của bạn là trả lời những câu hỏi trong bộ công cụ “Khảo sát ý kiến sinh 
viên về môi trường thực tập lâm sàng” với thang điểm từ 4 đến 1 tương đương rất 
đồng ý, đồng ý, không đồng ý, rất không đồng ý và trả lời 03 câu hỏi ngỏ ngắn. Bạn 
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sẽ tốn khoảng 40 phút để hoàn thành bộ câu hỏi này. Bộ câu hỏi bao gồm 50 câu hỏi 
đóng, 03 câu hỏi ngỏ ngắn và một số câu hỏi về nhân khẩu học. 
 
Việc tham dự vào nghiên cứu này là hoàn toàn tự nguyện. Nếu bạn đồng ý tham gia, 
bạn không phải trả lời những câu hỏi mà bạn thấy e ngại. Việc tham gia hay không 
tham gia vào dự án sẽ không ảnh hưởng gì đến mối quan của bạn hệ hiện tại và trong 
tương lai với QUT hoặc trường cao đẳng Y tế Khánh Hòa (ví dụ như kết quả học 
tập). Một khi đã tham gia, bạn vẫn có thể rút khỏi dự án bất cứ lúc nào mà không có 
hậu quả nào với bạn. Tất cả các thông tin cá nhân mà bạn cung cấp sẽ được hủy một 
khi nghiên cứu đã hoàn tất. Bạn cũng có thể rút lại bản câu hỏi đã nộp dựa vào mã số 
riêng của bạn. Chỉ có chủ nhiệm đề tài được quyền xem danh sách tên sinh viên tham 
gia và mã số. Danh sách này sẽ đươc lưu trữ tách biệt với phiếu câu hỏi mà bạn đã 
trả lời. Chỉ có mã số được lưu lại trên bộ câu hỏi.  
 
QUYỀN LỢI 
Bạn có thể sẽ không được hưởng lợi ích trực tiếp từ dự án này nhưng sự đóng góp 
của các bạn sẽ giúp cho sự phát triển của việc giảng dạy điều dưỡng tại Khánh Hòa 
cũng như ở Việt Nam. 
 
Nếu bạn đồng ý tham gia vào khảo sát lần 1, bạn sẽ có cơ hội sỡ hữu một trong mười 
vé xem phim từ nhóm nghiên cứu thông qua quay số ngẫu nhiên. Tất cả các bạn tham 
gia vào khảo sát lần 2 đều được sở hữu một vé xem phim trị giá 130.000 VNĐ. 
NGUY CƠ 
Sẽ không có nguy cơ nào liên quan đến cuộc sống hàng ngày của bạn khi tham gia 
vào nghiên cứu này. Giáo viên lâm sàng của bạn hay bất cứ ai ngoài nhóm nghiên 
cứu đề không được phép xem các câu trả lời của bạn trong bộ câu hỏi. 
BẢO MẬT 
Tất cả các câu trả lời của bạn sẽ được bảo mật. Bạn không cần cung cấp thông tin cá 
nhân của mình trong bản câu hỏi. Chỉ có thông tin tổng thể sẽ được dùng khi báo cáo 
kết quả nghiên cứu. 
Tất cả dữ liệu liên quan đến dự án này sẽ được lưu giữ theo quy chế bảo mật dữ liệu 
của QUT.   
Nghiên cứu này được tài trợ bởi Australia Award Scholarship. Nhà tài trợ sẽ không 
có quyền tiếp cận dữ liệu trong và sau khi dự án này kết thúc.  
CAM KẾT THAM GIA 
Một khi bạn nộp lại bản câu hỏi cho chúng tôi nghĩa là bạn đã đồng ý tham gia vào 
dự án nghiên cứu. 
 
THÔNG TIN THÊM VỀ NGHIÊN CỨU 
Nếu bạn cần thêm thông tin liên quan đến dự án này, xin vui lòng liên hệ với nhóm 
nghiên cứu theo thông tin bên dưới.  
Ms Trương Thị Huệ Dr Joanne Ramsbotham 
Trường điều dưỡng – Khoa sức khỏe – Trường điều dưỡng – Khoa sức khỏe – 
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QUT  QUT 
Email: thihue.truong@student.qut.edu.au  Email: j.ramsbotham@qut.edu.au 
Ý KIẾN ĐÓNG GÓP  
QUT đang thực hiện sự trung thực và đạo đức trong việc tiến hành các nghiên cứu. 
Tuy nhiên, nếu ông/bà có bất kỳ lo lắng hoặc đóng góp cho việc thực hiện nghiên 
cứu xin vui lòng liên hệ đơn vị phụ trách đạo đức nghiên cứu của QUT qua email 
ethicscontact@qut.edu.au. Đơn vị phụ trách đạo đức nghiên cứu của QUT không có 
bất cứ liên hệ nào với nghiên cứu này  và họ có thể giúp ông/bà giải quyết các lo ngại 
về đạo đức nghiên cứu. 
Chân thành cám ơn sự hợp tác. Bạn giữ phiếu này để tham khảo. 
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Appendix H: Structured questions data coding 
Question 1. Describe three frequent obstructing factors that negatively 
influenced your learning in the clinical setting 
Groups Answer Participant’s ID Total 
Ward assignment 
Ward assignment was not 
clear/specific 
4,8,29,98,171 5 
Work was mainly assigned 
to dental students so 
nursing students had not 
chances to practise.   
74,75,77 3 
I did not know what my 
tasks were at this ward. 
85,87,88,92 4 
I was unsure what my jobs 
were in this ward. 
151,152,162,174 4 
Students were assigned 
with just some simple task 
which did not really help us 
to develop career ability. 
164 1 
Relevant to nursing 
profession 
This is a specialist ward 
which might not useful for 
my career. It was waste of 
time to practise at this ward. 
61 
 
1 
 
This is a specialist ward 
which might not useful for 
my career.  
1 1 
This ward did not fit with 
nursing profession. 
83 1 
Clinical placement’s 
organisation 
Inappropriate shift 
arrangement in this ward.  
60 1 
Student learning was relied 
on time arrangement of 
nurses and doctors. 
16 1 
 
Had no schedule for clinical 
sessions 
16 1 
Time arrangement was 
inappropriate. 
3 1 
Time for this clinical 
practice was not planned 
appropriately 
17 1 
Time of clinical sessions 
was not appropriate. 
63 1 
Late clinical sessions. 
64 
 
1 
 
Students had to stay too late 
at hospital (later than 11am) 
118 
 
1 
 
Students had to stay at the 
ward too late.  
149 1 
Time of the clinical rotation 83 1 
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was not appropriate. 
Students feeling 
I was bored and tired. 30 1 
Work was boring 106 1 
Clinical teacher’s 
helps, supports and 
guidance 
 
The clinical teacher did not 
listen to students 
166 1 
The clinical teacher was too 
busy to teach students; she 
did not listen to students. 
 
172 
 
1 
The clinical teacher 
(sometimes) was not 
interested in students. 
57, 59, 81, 82, 94, 95, 
105, 158 
8 
Clinical teachers did not 
come to this ward to 
help/teach students 
92, 205 
 
2 
 
The clinical was seldom to 
go to this ward to teach 
students. 
127, 173 
 
2 
 
The clinical teacher did not 
go to patient room to teach 
students. 
131 1 
The clinical teacher was not 
enthusiastic in teaching. 
61,98 2 
 
The clinical teacher did not 
make efforts to help us. 
124 1 
The clinical teacher did not 
supervise students enough 
93 1 
The clinical teacher did not 
supervise and guide 
students. 
110 1 
The clinical teacher was too 
busy and did not have 
enough power to protect 
students. 
121 1 
Did not have clinical 
teacher in this ward  
23 1 
Lacking guidance from 
teachers.  
22, 24, 26, 49, 108, 
141, 180, 202 
8 
Students were not taught 
much at clinical. 
15 1 
Preceptors (Nurses)’s 
helps, supports and 
guidance 
 
Nurses put high-pressure on 
students. 
63, 194 2 
Some nurses were not 
friendly. 
36, 48, 49 3 
Difficult staff 44 1 
Some nurses did not listen 
to students 
46 1 
Staff was too strict. 51 1 
Some nurses were grumpy 
and unfriendly. 
55, 75 2 
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Ward nurses were grumpy 
and unfriendly (E.g. 
shouted at students when 
we did something wrong) 
77 
 
1 
 
Some nurses were not 
friendly and not support 
students 
56 
 
1 
 
Staff nurses were difficult 
and often forced students to 
do chores. 
85 1 
Nurses were unfavourable 
to students. They did not 
consider students' need 
197 1 
Staff were not interested in 
student 
 
 
4, 53, 81, 82, 108, 
109, 135, 137, 153, 
157, 158, 159, 161, 
165,173, 174, 187, 
190 
18 
Nurses were not 
enthusiastic in helping 
students.  
208 
 
1 
 
Nurses did not support 
students. 
182, 163 2 
Staff was not willing to 
help and support students. 
71, 192 2 
Staff was too busy so they 
had no time to help 
students. 
33, 128 
 
2 
 
Nurses were too busy to 
teach/help students. 
62, 154 2 
This ward did not have 
sufficient staff nurses. 
73 1 
Ward staff was busy so they 
had little time to teach 
students. 
76, 78, 79 
 
3 
 
Staff was too busy so I did 
not dare to ask questions. 
90, 109 
 
2 
 
Staff was too busy so I 
could not ask for their 
helps. 
148, 198 2 
Lack of guidance from staff 
nurses. 
21, 22, 24, 49, 50, 54, 
85, 87, 88, 91, 121, 
110, 113, 124, 
196,189,183,185,171, 
156,  
20 
 
No one teach us how to run 
medical machines in this 
ward. 
135 
 
1 
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There had no preceptor or 
teacher to teach on real 
patients. 
60 1 
Staff and students did 
cooperation well. 
162 1 
Staff did not teach me. I 
practised myself. 
152 1 
Staff did not want to teach 
students. 
44, 33, 167 3 
Doctors and staff were not 
enthusiastic in teaching. 
142 1 
Students were not 
respected. 
116 1 
Poor/negative staff 
behaviours/treatments 
 
Nurses shouted at students; 
they did not respect toward 
students 
9 1 
 
Nurses shouted at me when 
I did something wrong 
(event a very small 
mistake). 
110 
 
1 
 
Difficult staff, They 
shouted at me. 
114 1 
Staff and patients was not 
respected students 
122 1 
Staff did not respect 
students. 
142, 181 2 
Doctors did not respect 
students. Staff asked 
students to do irrelevant 
work: buy breakfast. 
201 1 
Some nurses were grumpy 
and shouted at students. 
123 1 
Staff used unkind words to 
students and obstructed 
students practice. 
100 
 
1 
 
Staff used unkind words to 
students. 
86 1 
Ward nurses were 
unfriendly and grumpy. 
Students felt stressed. 
156 1 
Staff was grumpy when 
students did something 
wrong. 
171 1 
Nurses were unfriendly, 
unwilling to help students 
and forced students to do 
chores. 
111 1 
Some nurses were 
unfriendly and disrespect 
students. 
209 1 
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Nurses were unfriendly and 
unwilling to answer student 
questions. 
206 1 
Nurses were unfriendly. 186 1 
Students were often bullied 
by nurses. 
187, 188 2 
Nurses were not friendly. 
We were bullied and forced 
to do irrelevant work. 
126 1 
Nurses were unfriendly and 
not interested in students. 
Not give students 
opportunity for practice. 
176 1 
Staff, especially doctors 
were unfriendly. 
112 1 
Staff were difficult and 
often bullied students. 
116 1 
Difficult nurses, the ward 
was too strict. 
149 1 
Staff in this ward was too 
strict 
120 1 
Some nurses were difficult. 143 1 
Staff nurses did not believe 
students ability. Nurses and 
doctors did not believed 
students ability.1 
117 
198 
1 
Nurses were too strict, they 
did not think students have 
sufficient skills to take care 
patients; they were not 
willing to help students. 
118 1 
Doctors and nurses were 
unfavorable when they see 
us writing nursing care 
plan.  
184 1 
Staff behaved unfavorable 
to students. 
131 1 
Nurses obstructed students 
learning. 
178 1 
Nurses asked students to do 
irrelevant work. 
9, 87, 150, 168, 169 5 
Irrelevant 
work/Chores (55) 
I was asked to do irrelevant 
work. 
89, 92, 133, 195, 199, 
200, 203, 207, 209 
9 
 
I was asked to do chores 
most of time at ward. 
176 1 
I had to spend much time 
on doing irrelevant work, it 
was waste of time. 
151 
 
1 
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Students were asked to do 
irrelevant work so we lost 
time for practice. 
206 1 
Staff often asked students to 
do irrelevant work; they 
were not willing to help 
students. 
160 1 
I was forced to do chores 41, 104, 148 3 
Nurses asked/forced me to 
do chores 
93, 95, 120, 121 
 
4 
 
I was often asked to do 
chores which affected my 
practice. 
123 1 
I were assigned to jobs 
which were not relevant to 
learning outcomes (e.g. 
taking patients' test results, 
transferring patients) 
42 
 
1 
 
Nurses asked me to send 
patient test samples. 
197 1 
Staff often asked students to 
send patient test samples 
and documentation. 
188 1 
I was often asked to do 
work that are not relevant to 
nursing tasks. 
52 1 
Some nurses asked students 
to do irrelevant work e.g. 
buy dinner, fruit juice… 
149 1 
I had to do too much 
documentation and I was 
forced to do staff's private 
things. 
86 
 
1 
 
Nurses forced students to 
do chores. Students had to 
do too much 
documentation. 
96, 97, 101, 102, 103, 
106 
6 
 
Nurses asked us to do 
chores and irrelevant work 
(e.g transferring patients to 
Ultrasound scanning ward). 
Students had to do too 
much documentation. 
100 
 
1 
 
Staff forced students to do 
irrelevant work (bring 
patients to ultrasound ward, 
send patient test samples…) 
134, 136, 138 3 
 
I only did what nurses ask 
me to do. I was forced to do 
chores. 
43 1 
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I spent too much time on 
patient transfer so I did not 
have time for practice.  
 
44 1 
I had to spend most of time 
in this ward to transfer 
patients to other wards so I 
had not enough time to 
practise. 
55 
 
1 
 
I spent most of time to do 
irrelevant work and did not 
have time to practise. 
112 1 
I was  forced to do chores 
and transfer patients to 
other wards 
32,  1 
Nurses asked me to transfer 
patients too many times. 
53 
 
1 
 
I was forced to transfer 
patients by nurses. 
54 1 
Staff asked students to 
transfer patients to other 
wards which negatively 
affected student's learning. 
33,  1 
Students had to spent too 
much time on transferring 
patients 
36, 47, 49 
 
3 
 
My major task at this ward 
was transferring patients to 
other wards. 
48 1 
I had to spend time on 
transferring patient rather 
than on practice. 
40 1 
We did not provided with 
specific study plan. 
 
163 1 
 
Students had no chances to 
express our ideas and 
opinions. 
29 1 
 
 
I did not dare to raise my 
opinions. 
112 1 
Students had little chances 
to give opinions 
122 1 
Teaching approach was not 
different 
114 1 
Teaching approaches 
Teaching approach was 
boring and did not motivate 
students. 
122 1 
 
The clinical teacher asked 141 1 
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me to copy a lesson many 
times. 
In clinical sessions, 
preceptors only repeated 
theory knowledge. 
 
189 1 
The clinical teacher did not 
have good preparation for 
clinical sessions. 
193 1 
The length of the clinical 
rotation was short. 
94, 95, 116, 126, 127, 
130, 145, 155, 157, 
159, 161, 164, 165, 
175, , 185, 190, 195, 
201 
18 
 
 
Length of clinical 
rotation (27) 
The clinical rotation was 
short, each group spent only 
6 to 7 half days at this 
ward.. 
177 1 
The clinical rotation was 
short so we did not learn 
much. 
128 
 
1 
 
The clinical rotation was 
not long enough. 
140 1 
The length of the clinical 
rotation was too short. 
99, 108, 135, 168, 
169, 203 
6 
Not many clinical sessions 2, 119, 144 3 
Quantity and Quality 
of clinical/debriefing 
sessions 
Number of clinical sessions 
was small 
13 1 
Debriefing sessions were 
time consuming. 
59 1 
Clinical sessions were time 
consuming 
64 1 
Spent much time on 
attending clinical sessions. 
89 1 
Debriefing sessions were 
too long. 
95, 127 2 
Debriefing sessions were 
too long. 
114 1 
Debriefing sessions were 
too long so students missed 
chances to practise. 
117 1 
The length of debriefing 
sessions was short. 
47 1 
Too busy with study at the 
college and clinical 
30 1 
Schedule was too 
dense (lectures and 
clinical) 
Lecture and clinical 
schedule were too dense so 
we were exhausted 
148 1 
Lecture schedule was too 192 1 
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dense. 
Some patients did not 
cooperate when they were 
assessed and taken care. 
20 1 
Patient’s co-operation 
Some patients were un-
cooperated and obstructed 
students work. 
124 1 
Patients sometimes did not 
agree to be taken care by 
students. 
21 
 
1 
Patients did not want 
students to take care them. 
68 
 
1 
Some patients were 
difficult. They did not allow 
students to take care of 
them 
125, 160 
 
2 
Patients and their relatives 
were difficult. They did not 
want students to take care 
of them. 
133, 136 
 
2 
Patients and their relatives 
were difficult and 
unfriendly. 
134 
 
1 
Patients were 
uncooperative. They did not 
want students taking care of 
them. 
168, 172, 175 3 
Difficult patients 23, 60, 186 3 
Difficult patients and 
relatives.  
107, 141 2 
Some patients were too 
difficult. 
146 1 
Patients were 
uncooperative. 
166, 191, 200 3 
Patients were difficult and 
uncooperative. 
62, 65, 140, 182 3 
Many patients were 
difficult and not 
cooperative. 
132 1 
Patients did not allow 
students to perform nursing 
skills on them. 
69, 70, 72, 80 4 
Patients were 
uncooperative. They did not 
allow students to look after 
them. 
71 1 
Patients did not want me to 
do health assessment them. 
91 1 
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Patients were not trust 
students and did not allow 
students to perform any 
nursing skills on them. 
108, 109 
 
2 
Patients did not allow 
students to perform nursing 
technique on them. 
204 1 
Patients did not trust 
students. 
117 1 
Not much practice on 
patients because patients 
did not allow students 
perform nursing techniques 
on them 
118 
 
1 
Difficult patients. They did 
not allow students to 
perform nursing technique 
on them. 
195, 203, 208 
 
3 
Some patients' relatives 
were ferocious and did not 
respect students   
178 1 
Some patients were not 
respect students 
207 1 
Student felt not enough 
confident when they come 
this ward. 
 1 
Student’s confident 
Have not got any 
experiences at this ward. 
35 1 
I was not familiar to work 
and environment at this 
ward. 
52 1 
I was not familiar to work 
and environment at this 
ward. 
53 1 
I was worried because I 
have not done some nursing 
skills on real patients. 
30 1 
 
I was not confident about 
my theory knowledge. 
54 1 
This was the first time I 
came to this ward so I felt a 
little bit nervous. I was not 
familiar to parameters on 
machines. I did not dare to 
ask questions. 
113 1 
I was mainly observing 
other people work because I 
just have very little 
experiences so I had not 
enough confidence to take 
147 1 
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care of real patient. 
Theory knowledge is 
different from practice 
11, 20, 51, 52 3 
Theory knowledge is 
different from 
practice 
There were some 
discrepancies between 
lecture knowledge and real 
practice  
17 1 
There was a big different 
between lecture knowledge 
and practice. 
55 1 
I was confused because 
practice was different from 
lecture knowledge (nurses 
cut steps)  
78 1 
What was done at ward was 
different from lecture 
knowledge. 
169 1 
Equipment 107 1 
Physical environment   
(47) 
Not enough equipment 6 1 
This ward did not have 
enough equipment 
19, 94 2 
Not enough equipment for 
students' practice.  
71, 125, 126, 130, 
174 
5 
The ward did not have 
enough equipment; and 
some medical machines 
were not fixed timely when 
they were broken. 
56 
 
1 
Not enough medical 
machines for students' 
practice 
7 1 
I was not familiar to 
medical machines in this 
ward. 
143, 157 
 
2 
 
Too much medical 
equipment and students had 
no idea about how to use 
those. 
159 1 
Too much medical 
equipment and students had 
no idea about how to use 
those. 
178 1 
The ward did not have 
enough equipment for our 
practice. It is waste of our 
time because of waiting for 
equipment (e.g. we had to 
wait for 
184  1 
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sphygmomanometer and 
thermometer when we took 
patients’ vital signs). 
The place where clinical 
sessions happened was 
small. 
25 
 
1 
 
Study rooms were small. 
167, 173, 174, 179, 
189, 193, 194, 204 
8 
 
Not enough space for 
students at this ward 
50 1 
Study room was not enough 
seats for all students. 
111, 119,122 
 
3 
 
The study room was small 
but too many students. 
130 
 
1 
 
The study room was small 
and not enough seat. 
144, 153, 155, 191, 
199, 200, 202 
7 
The study room was small, 
not enough seat. There was 
no room for students to 
have a rest in night shifts. 
138 1 
Not enough space for 
students, study room was 
small. 
129 1 
The study room was 
inconvenient. 
63, 64 2 
The ward had not enough 
study room.  
132 1 
The ward had no study 
room. 
 
137, 150, 170, 181, 
196 
5 
Overcrowding of students 
but number of patients was 
small 
1, 3, 4, 5, 7, 10, 12, 
18, 22, 26, 45, 65, 68, 
69, 70, 71, 72, 74, 75, 
76, 80, 136, 160 
23 
High student to 
patient ratios (35) 
Too many students at this 
ward. There were only 1 to 
3 patients per room but 6 to 
7 students were assigned in 
each room. 
134 1 
Overcrowding of students 
but number of patients was 
small. Sometimes, 3-4 
groups of students were 
sent to this ward at the same 
time. 
201 1 
Overcrowding of students 
but not much work to do. 
83, 99, 142, 190,209 
 
5 
 
Too many students but just 
a small number of patients 
so students did not have 
24, 25 
 
2 
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many chances to practice 
Overcrowding of students 
but number of patients was 
small, this reduced chances 
for practice. 
66 1 
Too many students but just 
a small number of patients 
so students did not have 
chances to learn necessary 
type of diseases. 
27 1 
Overcrowding of student. 
Number of students in this 
ward was event greater than 
number of patients.  
67 1 
Overcrowding of students 
at this ward 
6, 8, 9, 11, 19, 34, 35, 
38, 39, 43, 62, 194, 
77, 78, 81, 89, 91, 
137, 139, 140, 145, 
150, 151, 152, 153, 
167, 170, 172, 175, 
181, 202, 204, 205, 
206, 207, 208. 
36 
Overcrowding of 
students (49) 
Overcrowding of students 
at this ward so students had 
not enough space to 
practise. 
79 1 
Too many students were 
sent to this ward at the same 
time. 
17, 20, 21, 28, 133 
 
5 
Overcrowding of students 
which annoyed patients and 
less chances for practice. 
144 1 
Not much practice because 
there were too many 
students at this ward. 
123, 191, 192 3 
There were too many 
students at this ward so 
students were not practised 
much. 
37 1 
Overcrowding of students 
so it was quite hard for 
student practice. 
81 1 
Too many students at this 
ward which reduced 
chances for practice 
29 
 
1 
Number of patients was 
small 
14 1 
The ward had not 
many patient (4) 
Number of patients was 
small and not much 
15 1 
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different type of diseases in 
this ward. 
Not many patients admitted 
to this ward so students 
miss chances to follow up 
patients. 
93 1 
There were a few patients 
in this ward. 
102 1 
Had a few chances to 
practice nursing skills. 
13, 14 2 
Other barriers 
Students had little chance to 
practice on real patients.  
139 1 
Students did not receive 
enough direction from 
teacher and ward staff about 
how to run medical 
machines in this ward. 
28 1 
I could not apply theory 
knowledge in practice 
36 1 
Did not know how to use 
medical machines in this 
ward. 
37 
 
1 
I was not familiar to 
medical machines and 
equipment in this ward. 
128 
 
1 
Did not know how to use 
equipment and machines in 
this ward. 
49 
 
1 
Students had little chances 
to practise on medical 
machines at this ward.  
98 
 
1 
Work environment at this 
ward was too different to 
other ward. - Almost all 
patients in this ward were 
serious so not much 
chances for me to practise. 
154 1 
There were a few difficult 
skills so students were only 
practised simple skills. 
39 1 
Staff allowed me to do only 
simple nursing skills such 
as IV and infusion.  
42 1 
The program was not 
flexible. 
50 1 
I had not been to operation 
areas. I was only allowed to 
practise at intensive care 
areas. 
56 1 
I had not been to operation 57 1 
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areas. I was only allowed to 
practise at intensive care 
areas. 
Students were only 
observed but very little 
chances to practise.  
67 1 
Not much chances to 
practice on patients. 
180 1 
The ward did not support 
students' learning. 
73 1 
This ward had too many 
things to learn but I did not 
know what I should choose 
to learn. - This is ICU so all 
patients were severe and 
they need to be aid, 
therefore I had no time to 
assess patients.   
90 1 
The ward's environment 
hygiene was poor.   
125 1 
The ward had just some 
kinds of diseases. 
146 1 
Work environment at this 
ward was too different to 
other ward. - Almost all 
patients in this ward were 
serious so not much 
chances for me to practise. 
147 1 
Students had no chance to 
practise skills that we had 
not done before. 
158 1 
Bad at theory knowledge 
(student) 
162 1 
I spent most of time on 
helping nurses with their 
task so I did not have time 
to follow up patients. 
177 1 
The clinical teacher was 
often late; we had to wait 
for her. 
179 1 
Work in this ward was 
more difficult than in other 
wards. 
183 1 
Not much work to do at this 
ward. 
185, 186, 187 3 
Severe patients, this limited  
chances for practice on 
patients 
205 1 
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Question 2. Describe three frequent enabling factors for your learning in the 
clinical setting. 
 
Groups Answer 
Participant’s 
ID 
Total 
Clinical 
teacher’s 
helps, 
supports and 
guidance 
The clinical teacher created learning 
opportunities for us. 
 
160, 167,  2 
Teachers were enthusiastic in helping 
students with their practice 
7,8,9, 59, 87, 
92, 125, 126,  
8 
The clinical teacher was willing to 
help/teach students.  
 
31, 32, 54, 74, 
75, 76, 77, 81, 
83, 101, 102, 
104, 111, 116, 
120,  
15 
Teachers were willing to answer students' 
queries. 
37, 38 2 
The clinical teacher made efforts to 
answer students when they were asked 
questions at patient rooms. 
50 1 
Supervision and guidance from clinical 
teachers. 
34, 35, 40 3 
Had a clinical teacher to help students. 52 1 
Guidance from the clinical teacher. 
 
53, 56, 137, 
139, 143, 166, 
168, 169, 177, 
196, 197, 198, 
206, 207, 208 
15 
The clinical teacher supported students. 109 1 
Teacher' supports and helps. 117,  1 
The clinical teacher provided me with 
guidance.  
151, 152, 153 3 
The clinical teacher listened to students 
and gave students clear explanations. 
203 1 
The clinical teacher supervised students in 
each patient' room.  
28 1 
The clinical teacher talked to students 
when she has time. 
121 1 
The clinical teacher was friendly and 
helpful 
12, 176,  2 
The clinical teacher was very friendly. 156 1 
The clinical teacher was sympathy for 
students and created good opportunities 
for practice. 
179 1 
The clinical teacher was helpful and was 
interested in students. 
45, 128, 133, 
144, 145, 149,  
6 
The clinical teacher was interested in 
students. 
107, 112, 113,  3 
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The clinical teacher were interested in and 
listened to students. 
184, 208 2 
The clinical teacher created learning 
opportunities for us. 
160, 167,  2 
Staff nurses’  
helps, 
supports and 
guidance 
Staff nurses  were enthusiastic in helping 
students 
2, 12, 116 3 
Staff nurses taught enthusiastically 11, 59 2 
Doctors and nurses were friendly and 
willing to teach students 
Doctors and Teachers were willing to 
teach students about patient assessment 
and care plan. 
16, 88, 94, 95 
 
91 
4 
 
1 
Doctors and nurses willing to help. 25, 74, 75, 77 4 
Some nurses were friendly and willing to 
helps students 
36, 46, 47, 48 4 
Nurses in this ward were willing to 
answer students' questions 
42, 57 2 
Some nurses were willing to help. 54, 89, 99 3 
Doctors and nurses were friendly and 
willing to answer students’ questions. 
90 1 
Some nurses were willing to help 
students. Students were encouraged to 
practise.  
100 1 
The head nurse was enthusiastic in 
teaching. 
93 1 
Guidance and helps from nurses 
5,8, 20, 34, 37, 
39, 49, 63, 107, 
108,  
9 
Guidance of nurses and doctors 
19, 21, 114. 
115,  
4 
Guidance from experienced doctors. 
Nurses created practice chances for  
students 
23 1 
Nurses helped when student s had 
difficulties in practice. 
112 1 
Supports and guidance from nurses and 
doctors. 
117 1 
Many nurses supported and helped me in 
practice. 
119 1 
Supports from nurses and the ward leader. 81, 82,  2 
Doctors and nurses in this ward were 
good at teaching. 
61 1 
Some nurses were friendly and willing to 
help. This builds my confident when 
practice at this ward. 
118 1 
Teaching 
methods 
The clinical teacher taught directly on 
patients 
49 1 
The clinical teacher taught us specifically/ 
Showed us the way to learn better.  
106 1 
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The clinical teacher often checked theory 
knowledge and supervised students’ 
practice. 
134,  1 
The clinical teacher taught well. 136 1 
The clinical teacher went to patient room 
to teach students 
146 1 
Fine copy 41, 86 2 
Fine copy 
Fine copy helped to remember knowledge 
longer. 
93 1 
The teacher used fine copy which help us 
to remember lessons 
96 1 
I did not remember a lesson so the teacher 
asked me to copy that lesson many times.  
97 1 
The teacher asked students to copy a 
lesson many times if students did not 
remember that lesson. 
101 1 
The teacher used fine copy which help us 
to remember lessons 
103, 104 2 
Performing nursing skills 6 1 
Practice on 
patients 
Practice directly on patients 11, 17, 19, 21, 
22, 23, 24, 28, 
37, 38, 39, 40, 
41, 47, 110,131, 
132, 133, 135, 
148, 164, 165, 
172, 182, 198, 
204,  
26 
Had chances to practice on patients. 122, 156, 157, 
162, 190, 191 
6 
Practicing nursing skills on patients and 
witnessing patients' symptoms 
30 1 
Many patients, I had chances to observe 
and perform suction… 
31 1 
Observed and assessed patients. 113 1 
Assessing and looking after patients. 52 1 
I was supported to perform nursing skills 
on patients. 
56 1 
Practice on patients and did real jobs. 63 1 
This ward had various types of diseases, 
this provided students opportunities to 
learn. 
108, 109 2 
Learn while receiving and aiding  patients 
(learn how to aid) 
129 1 
I was practiced nursing skills that other 
wards did not have. 
159 1 
Supports from some patients 9, 182 2 
Patients’ 
cooperation 
Supports from patients. 144, 179 2 
Patients were friendly and gave students 11 1 
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(45) permission to take care of them. 
Patients were friendly and cooperative 17 1 
Patients helped students in their practice.  26 1 
Patients were willing to help students 27, 198 2 
Some patients were willing to help 
students 
207, 208, 209 3 
Helps from patients and their relatives. 171 1 
Supports from patients and their relatives. 160, 183, 185, 
192, 194, 177, 
178 
7 
Friendly patients 166, 167, 193 3 
Some patients and relatives were friendly. 107 1 
Patients' co-operation when students 
practise on them.   
59 1 
Some patients were cooperative. 132, 133, 134,  3 
Patients and their relatives were 
cooperative. 
136 1 
Easy to talk to patients. 66 1 
Patients' cooperation. 89, 94, 95, 99, 
110, 116, 145, 
146, 197 
9 
Some patients allowed and encouraged 
students to perform nursing skills on 
them. 
117 1 
Many patients cooperated when I looked 
after them. 
122 1 
Some patients helped and cooperated. 123 1 
Patients' cooperation helped me learn 
more effective. 
124 1 
Patients' cooperation when I perform 
nursing skills. 
125 1 
Patients allowed students to take care of 
them. 
126 1 
Time was arranged appropriately. 76, 77, 81, 
129,189 
5 
Time was 
appropriate 
Time was appropriate. 143 1 
Specific schedule & planning 2 1 
Schedule & 
planning 
Suitable schedule 180 1 
Clear ward assignment. 124 1 
Ward 
assignment 
I knew what to do in this ward. 127 1 
Modern equipment and infrastructure 16 1 
Equipment 
Modern medical machines 40 1 
Modern medical machines and equipment 128 1 
The ward had sufficient equipment 53, 54, 57, 150, 
151, 191, 193, 
195, 36, 105, 
127, 131, 138, 
201 
14 
This ward had enough equipment for 61, 83, 84, 87, 12 
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practice. 88, 89, 91, 92, 
95, 99, 119, 204 
I was approached to modern medical 
machines. 
55 1 
Modern equipment. 56 1 
The ward equipped many modern 
equipment and medical machines.  
76 1 
The ward was not noisy because it just 
had a small number of patients. 
66 1 
The ward had sufficient equipment and 
many anatomy drawings 
96, 97, 101, 
103, 104,  
5 
The ward was equipped with modern 
medical machines which helped students 
to learn better. 
93 1 
This ward had many medical machines 
that students can learn. 
108, 109 2 
I was approached many kinds of medical 
machines. 
140, 161 2 
The ward had many medical machines. 141 1 
I was approached to modern medical 
machines. Observing the way staff work. 
147 1 
I was approached to machines that had not 
seen in other wards.  
157, 159,  2 
I was approached to many modern 
medical machines.  
162, 182, 196 3 
The ward had enough medical machines 
for practice. 
166, 168 2 
The ward had many machines which 
motivate me to learn.  
178 1 
sufficient equipment 201 1 
The ward had sufficient equipment for 
practice. 
204 1 
The condition of the room for clinical 
sessions was good 
2 1 
Room 
The ward had new skills (compare to what 
they have learnt at other wards) 
7 1 
Others 
Well understanding of theory knowledge 9 1 
Variety types of diseases 16 1 
Well understanding of theory knowledge 17 1 
Practice in reality helps developing career 
abilities. Learnt knowledge that have not 
learnt in lectures 
20 1 
The ward supported students in their 
practice 
21 1 
The ward supported students in their 
practice.  Clinical sessions. 
22 1 
The ward supported students in their 
practice.  Clinical sessions. 
24 1 
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The ward supported students to practice 
on patients 
25 1 
In clinical sessions, the teacher asked 
many question about patients that students 
had looked after. 
28 1 
The ward had experienced staff. 30 1 
High level staff. 105 1 
The ward had nursing skills that the 
student had not been learnt in other wards.  
31 1 
Known how to use the ventilators and 
suction; learnt how to catheterize.   
32 1 
The ward had variety types of diseases. 36, 113, 138, 
140,  
4 
Observing staff when they were working. 38 1 
Exposed to hospital environment. 39 1 
Discussion topics that students not 
understand 
41 1 
I were approached to equipment in this 
ward and observed how to aid a patient. 
46 1 
Witness how to aid severe patients in the 
ward.   
48 1 
Be approached equipment and witnessed 
aiding patients 
49 1 
Observing doctors when they are doing 
treatment techniques on patients. 
52 1 
I was observed how to look after patients 
after operation and was seen variety types 
of diseases.  
55 1 
The clinical sessions were interesting. 63 1 
Many clinical sessions. 66 1 
Students were practised after completing 
lectures. 
83, 84, 87, 88, 
91, 92,  
6 
Active learning, ask questions and 
recognise what should be learnt.  
90 1 
Attending clinical sessions 110 1 
Seeking helps from clinical teachers and 
nurses actively 
112 1 
Learn from clinical experiences. 114 1 
The ward had many kinds of diseases and 
nursing skills that I could learn. 
118 1 
The ward had many patients. 119 1 
Helps from other students in group 121 1 
Learn from other students 139, 171, 183,  3 
Well preparation and well theory 
understanding before go to clinical 
practice. 
128 1 
Had chances for practice. 131 1 
Be approached to many types of medical 
machines. 
135 1 
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Self-study. 143  
Good at lecture knowledge. 156 1 
Learn observing doctors and staff aiding 
severe patients. 
157 1 
The ward had many work to do. 172 1 
Learn from other people, make efforts in 
doing task. Attendance. 
173 1 
Learn from observing others. Attendance. 174 1 
Nurses were sympathy to students. 184 1 
The ward had many kinds of diseases that 
I want to learn. 
186 1 
I want to be a nurse 192 1 
Students made efforts in learning. Teacher 
and nurses gave strict rules.  
194 1 
Self-study. 197 1 
The ward had many kinds of diseases. 203 1 
Clinical sessions 206 1 
Good at theory knowledge. 208, 209 2 
Nurses shouldn’t shout at students when 
students are in front of patients.  
100 1 
Suggestions 
- more patients to practice 
- provide sufficient equipment and spaces  
-Helps and guidance from doctors and 
Nurses 
1 1 
- Staff should create more chances for 
students to learn.  
- Teacher needs to be more interested in 
students.  
- Schedule should be arranged more 
appropriate.   
3 1 
-Time should be arranged appropriately.  
- Nurses should provide students with 
guidance. 
4 1 
Students should be provided more 
opportunities to practise on medical 
machines in this ward. 
5 1 
-Staff should be friendly and willing to 
help students.  
- Clinical teachers should not treat 
students too strictly.  
- The college should have appropriate 
study plan. Schedule should not be too 
dense. 
10 1 
Schedule should be appropriate and 
should not be too dense. 
12 1 
-The clinical rotation should be longer.  
-The number of clinical sessions should 
be increased.  
13 1 
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- Students have chances to share their 
ideas and take part in care teams. 
-The clinical rotation should be longer. -
The number of clinical sessions should be 
increased.  
- Students have chances to discuss and 
share their ideas with staff. 
14 1 
-Guidance and supports from the clinical 
teacher.  
-Many chances to practice on patients. -
Sufficient equipment 
15 1 
-Teacher should arrange time 
appropriately. 
-Staff supports students in their practice.  
- Learning outcomes should be 
reasonable. 
18 1 
-Clinical knowledge in this ward should 
be taught by specialist doctors.  
-Length of clinical rotations should be 
longer. 
26 1 
-Time for practice should be longer.  
- Clinical knowledge in this ward should 
be taught by specialist doctors.  
27 1 
-The college should find extra hospitals to 
send students.  
- The ward should have a clinical teacher 
to help students.  
29 1 
-Students should be spent time to practice 
at the ward (rather than spent time only 
for chores).  
- Staff cooperates in teaching.  
–Time for practice and work at the ward 
should be arranged appropriately. 
33 1 
-The clinical teacher should work closely 
to students.  
-Reducing number of students at this 
ward. 
- Teachers/preceptors should teach 
nursing skills directly on patients. 
43 1 
Reducing number of students in this ward. 47 1 
-Students should be allowed to practice 
what they have learnt on patients.  
- Friendly clinical teachers and preceptors 
so that students do not be afraid to ask 
questions. 
51 1 
Less pressure on students 59 1 
-Friendly teacher nurses and doctors. 
These are willing to teach students at 
clinical, show sympathy to students and 
reduce pressure on students. 
60 1 
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-Clinical sessions should be happened in 
appropriate time.  
-Need better preceptors. 
64 1 
-Staff need to show their enthusiasm in 
helping students.  
-A greater number of patients.  
-Reduce number of students at this ward. 
65 1 
-Students have time to practise.  
-Need to have teachers, nurses and 
doctors to teach students.  
-Staff need to create chances for students' 
self-study. 
67 1 
-Nurses need to be willing in helping 
students. - Reducing number of students.  
- Patients need to be friendly and they 
should allow students to perform nursing 
skills on them. 
68 1 
-Friendly patients. Patients allow students 
to look after them.  
-The ward has greater number of patients 
so that students can learn better. 
69 1 
-Friendly patients. Patients allowed 
students to look after them.  
-The ward has greater number of patients 
so that students can learn better. 
70 1 
-Have many patients to practise.  
- Ward staff are willing to help and teach 
students.  
-The ward has enough medical equipment 
for practice. 
71 1 
More patients and fewer students sent to 
this ward in order to increase chances for 
practice on patients. 
72 1 
Clinical teacher, doctors and nurses are 
willing to teach and support students.  
73 1 
Time for clinical sessions should be 
arranged appropriately. 
74 1 
Time for clinical sessions should be 
arranged appropriately. 
75 1 
-The ward should have enough equipment 
for student practice.  
-Ward staff has time to teach students.  
-The clinical should provide innovative 
teaching approaches which help students 
learn better. 
78 1 
-The willingness of clinical teachers, 
doctors and nurses.  
-Students have time for self-study. 
79 1 
-a greater number of patients and less 80 1 
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students so that students can learn better.  
-Patients should be friendly and allow 
student to look after them. 
The teacher needs to be willing to help 
and teach students. 
82 1 
-We need to be known our task at this 
ward. Ward assignment should be clear 
which help students more familiar to 
reality.  
-Staff should not forced students to do 
irrelevant work. 
85 1 
-Innovative teaching approach.   
-Enthusiastic and friendly preceptors.  
-Ward assignment should be clear and 
specific. 
98 1 
Staff should give students opportunities to 
practise on patients. 
111 1 
-Study room should be bigger. 
- The clinical rotation should be longer.  
-Students should be provided enough 
equipment for practice. 
130 1 
Number of students in this ward should be 
reduced. 
137 1 
-Staff and teachers should take more 
responsibility in their teaching.  
-Reduce number of students at this ward. 
142 1 
-Appropriate number of student.  
-The ward should have a good study 
room.  
- The ward should provide enough 
equipment for students to practise. 
153 1 
-The clinical rotation should be longer.  
-A clinical teacher should be sent to this 
ward to help students.  
154 1 
-The ward should be equipped with 
medical machines.  
-Bigger study room.  
-Longer clinical rotation.  
155 1 
-Nurses and teacher should be interested 
in students.  
-Should increase number of clinical 
sessions. 
- Give students more opportunities to 
practice. 
158 1 
More chances to practise on patients 162 1 
-Staff and clinical teachers should be 
friendly and support students when we 
practise at the ward.  
- Students should be known about 
learning objectives of the clinical practice. 
163 1 
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-The college and the ward should have 
good cooperation.  
-Staff supports students when we need. 
169 1 
-Students should have study room.  
- Reduce number of students. 
170 1 
-The college and the ward should have 
good cooperation.  
-Staff supports students when we need 
and consider students ideas.  
-Students have chances to assess and 
practise on patients. 
175 1 
-The ward should have study room.  
- Reduce number of students. 
181 1 
Learn from other students 183 1 
-Clinical teachers and staff should be 
more interested in students.  
-The clinical teacher should come to the 
ward more regularly to give students 
guidance and helps.  
-More chances to practise on patients. 
187 1 
The clinical rotation should be longer. 190 1 
-Study room should be bigger and in good 
condition.  
- Staff need to be more friendly. 
199 1 
-Should have teacher to teach clinical 
knowledge. Friendly patients.  
-Friendly staff.  
-Clinical rotation should be longer. 
200 1 
-We need supports and helps from clinical 
teachers.  
- Ward nurses should be friendlier.  
-Improve ward's infrastructure 
202 1 
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Question 3. Describe an example in which you felt your learning was well 
supported 
 
Groups Examples 
Participant’s 
ID 
Total 
Staff’s helps, 
supports and 
guidance 
Nurses made efforts to help students 
when student have difficulties in doing 
nursing skills 
1 1 
Preceptors were enthusiastic in 
teaching and provide students with 
updated knowledge. 
5 1 
Guidance from doctors and staff (how 
to assess patient and how to run 
medical machine in the wards) 
16 1 
A nurse introduced medical equipment. 
In a night shift, I was observed a nurse 
taking a strange object out of a 
patient's nose. 
27 1 
A nurse was beside me to help and 
teach me when I gave an injection to a 
patient.  
33 1 
There was always a nurse beside me 
when I first perform suction or tube 
feeding.   
36 1 
There was a nurse beside me to teach 
and help when I looked after a severe 
patient. 
48 1 
A nurse stood beside and game me 
guidance when I took care patients. 
49 1 
Nurses allowed students to perform 
difficult skills under their supervision 
and guidance. 
51 1 
Students were taught how to assess 
patients after operations (e.g. 
Glasgow…) 
55 1 
I was supported and helped by nurses 
when I did nursing skills on patients. 
59 1 
Preceptors taught enthusiastically. 67 1 
Nurses supported and provided 
guidance to students. 
75 1 
Doctor Khanh taught us 
enthusiastically. He listened to 
students. He did not put pressure on 
students. 
77 1 
In clinical sessions, Dr Khanh showed 
his enthusiastic in teaching and he 
listened to students' ideas. 
81 1 
Sward staff taught students how to run 
some machines and supported students 
learning.  
82 1 
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Nurses taught me suction procedure on 
real patients which I have not done 
before. 
83 1 
When I came to this ward, I did not 
know how to run suction machines and 
how to perform the technique. Nurses 
gave me guidance to perform suction 
on patients. 
90 1 
When I came to this ward, I did not 
know how to run monitoring and 
infusion machine. Nurses gave me 
guidance to perform these techniques 
on patients. 
91 1 
  92 1 
Staff in this ward guild us how to run 
medical machines. 
93 1 
In this ward, I was helped and 
supported by nurses to perform nursing 
skills on patients. 
99 1 
Once I was performing blood infusion, 
a nurse gave me specific guidance 
about how to do blood tests and how to 
infuse.  
100 1 
When I first came to this ward, I was 
confused and did not know how to 
apply theory into practice. I was then 
received helps and guidance from 
nurses. 
108 1 
Nurses helped and supported me to 
perform suction and ECG on patients. 
109 1 
I was practised infusion and ECG on 
patients under supervision of nurses. 
111 1 
Ward nurses were willing to guide and 
answer my questions about parameters 
on ventilators. 
112 1 
I could talk easily with most of staff in 
this ward and they were willing to 
answer my questions. 
113 1 
Doctors and nurses explained a 
diabetic patient' symptoms and showed 
me how to assess this patient. 
115 1 
Nurses guided me how to run medical 
machines which I had not learnt at the 
college. 
116 1 
I was allowed to taking care patients 
under supervision of a nurse. 
117 1 
I was guided me about health 
assessment and medication on patients. 
119 1 
 178 Appendices 
They gave me chances for practice. 
These made my learning more 
effective. 
When I join in a care team, there was 
always a nurse beside me and gave me 
guidance so I felt more confident. 
123 1 
When a patient did not allow me to 
give him an injection, a nurse 
explained to the patient and persuade 
him; this patient then cooperated with 
me very well. I want to say thanks to 
the nurse for his helps and supports.  
124 1 
Some nurses taught me how to look 
after special patients in ICU. 
129 1 
Nurses guided me to do suction on 
patients. 
132 1 
The clinical teacher and ward nurses 
gave me guidance when I need. 
139 1 
Staff helped and guided me when I had 
difficulties in practice. 
140 1 
I inserted gastric tube to a patient 
under supervision of a nurse. 
144 1 
I had not been inserted gastric tube on 
real patients. A nurse was willing to 
guide me to perform this skill. 
145 1 
When I assessed patients, I did not 
know how to assess some symptoms so 
I asked and received helps from staff 
nurses. 
146 1 
I asked a nurse in care team questions 
about medication while we were taking 
care of patients. 
148 1 
Guidance of nurses helped us learn 
better. 
149 1 
Nurses helped me when I did not 
understand something. 
151 1 
Nurses willing to answer to my 
questions. 
152 1 
Supports and helps from doctors and 
nurses.  
164 1 
In night shift, doctors or nurses helped 
me with enquiries. 
166 1 
Nurses gave me guidance to do nursing 
skills. 
171 1 
Staff taught students how to run 
medical machines in the ward. 
177 1 
In night shift, nurses helped me with 
enquiries. 
179 1 
A nurse taught me suction technique. 180 1 
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Some nurses taught me new 
knowledge. 
182 1 
With guidance and helps of nurses, I 
completed difficult task that I was 
assigned. 
183 1 
Students were received helps and 
supports when we had difficulties in 
practice.  
185 1 
Students were taught about diseases 
(by doctors) 
187 1 
I was supported by nurses. 188 1 
Nurses gave me guidance and helps 
when I performed nursing skills. 
189 1 
We were taught by doctors. 190 1 
Nurses gave me guidance and helps 
when I performed nursing skills. 
191 1 
A nurse stood beside me and gave me 
guidance when I was performing a 
nursing technique.  
192 1 
Nurses gave me guidance and helps 
when I performed nursing skills. 
198 1 
I was guided suction skill by Mrs Hang 201 1 
I was helped by some friendly nurses. 202 1 
Nurses helped students to perform 
nursing skills. 
204 1 
I was performed nursing skills under 
suoervision of a nurse. 
206 1 
Nurses gave me guidance and helps 
when I performed nursing skills. 
193 1 
Clinical 
teacher’s helps, 
supports and 
guidance 
Innovative teaching approach, 
enthusiastic teachers, new knowledge. 
6 1 
Innovative teaching approach, 
enthusiastic preceptors, new 
knowledge was provided. 
7 1 
The clinical teacher was enthusiastic in 
teaching and helping students; Ward 
assignment was clear and appropriate. 
9 1 
The teacher gave me guidance when I 
had difficulties in catheterization 
32 1 
Teachers' guidance and support. 34 1 
Teachers were willing to help. 35 1 
The clinical teacher taught procedure 
of catheterization on a patient. 
52 1 
The clinical teacher taught procedure 
of catheterization and suction on 
patients. 
53 1 
The clinical teacher provided regular 
guidance to students. 
74 1 
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The clinical teacher was willing to 
teach and share experiences. 
76 1 
The clinical teacher was very 
enthusiastic in teaching. 
78 1 
Clinical teachers and nurses are willing 
to teach students. 
79 1 
At this ward, I was taught by doctors; 
and the clinical teacher was interested 
in students.  
114 1 
The clinical teacher was friendly and 
not too strict so we felt less pressure. 
118 1 
The clinical teacher was interested in 
students. When I had difficulties in 
putting catheter in vein, she was beside 
me and helped me with the technique. 
120 1 
The teacher gave us explanations about 
a patient at this ward. 
122 1 
The clinical teacher were interested in 
students and listened to students. 
128 1 
The clinical teacher answered all my 
questions. 
143 1 
The clinical teacher provided me with 
specific guidance.  
150 1 
The enthusiasm of clinical teacher. 155 1 
Guidance from the clinical teacher. 156 1 
The clinical teacher listened to 
students. 
176 1 
Guidance from the clinical teacher 
helped me to develop nursing 
capability. 
181 1 
The clinical teacher listened to our 
ideas and then gave us comments. 
184 1 
I was confident when there was a 
clinical teacher in the ward.  
195 1 
The clinical listened to me and gave 
me clear explanation when I ask for 
her help. 
197 1 
The clinical teacher was enthusiastic in 
helping students. 
209 1 
Teaching 
approach (Both 
preceptor & 
clinical 
teacher) 
Clinical sessions on patients 21 1 
Doctors taught directly on a patient 
with face injuries 
23 1 
Teaching directly on patients 47 1 
Doctors taught us clinical knowledge 
and showed us the discrepancies 
between theory and reality. The 
teaching approach used helped us 
understand the lesson easily. 
94 1 
The teacher used eye anatomy drawing 101 1 
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to help us understand easily. 
The teacher teaches us basic 
knowledge of eyes and eyes diseases. 
She applied fine copy if students could 
not answer her questions.  
102 1 
The clinical teacher taught us directly 
on a patient. 
207 1 
Patients’ co-
operation 
Patients allowed students to perform 
nursing skills on them. 
30 1 
Patients and their relatives were 
friendly and gave students 
opportunities to practise. 
80 1 
Many patients understood the 
important and roles of clinical practice 
so they really support students. 
110 1 
Patients allowed us to give them 
injections and infusions… 
126 1 
Students have chances to assess and 
look after patients. 
165 1 
Patients were cooperation when 
student assess their health. 
194 1 
 
Students were provided with study 
plan and schedule at the first day of the 
week. 
2,12 2 
 Ward assignment was reasonable 18 1 
Others 
Practice directly on patients and on 
medical machines. 
13 1 
Performing nursing skills at clinical 
helps to develop professional abilities 
and career's experiences. 
15 1 
I have been witnessed how doctors and 
nurses in this ward communicate and 
take care a new patient. This made me 
want to practice in this ward. 
19 1 
 Students were learnt by attending 
clinical sessions, practicing on and 
communication with patients.  
22 1 
Students were learnt by attending 
clinical sessions and practicing on 
patients.  
25 1 
Students were learnt by attending 
clinical sessions and practicing on 
patients.  
26 1 
Practice directly on patients with 
typical symptoms. 
45 1 
I learned by observing first aid. 46 1 
Patients were friendly and nurses were 
willing to teach students. 
72 1 
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Fine copy helped us to remember 
lessons. 
85 1 
Fine copy 86 1 
Fine copy helped us to remember 
lessons. 
87 1 
Fine copy helped us to remember 
lessons. 
88 1 
Fine copy helped us to remember 
lessons. 
92 1 
I was asked to copy the eye anatomy 
five times.  
96 1 
The teacher asked me to copy ten times 
to remember a lesson. 
97 1 
Helping staff with wound care 103 1 
The teacher asked students to copy a 
lesson 5-10 times if students did not 
remember that lesson. 
106 1 
One student showed others how to 
catheterize 
121 1 
Modern equipment and machines. 127 1 
Good cooperation between college and 
the ward in teaching students. 
167 1 
Suggestions 
Students should be provided with study 
plan and schedule at the first day of the 
week. 
3, 10 2 
Clinical teachers should present at 
clinical regularly to teach students.-
Number of group of students practice 
at the wards at the same time should be 
reduced. 
11 1 
Students should have more chances to 
practice nursing skills and should be 
supported with clinical knowledge. 
14 1 
Number of students at this ward should 
be reduced.  
29 1 
Teachers work closely to students and 
teach directly on patients. 
43 1 
The hospital should provide enough 
equipment. Should have clinical 
teacher and helpful nurses.  
54 1 
Patients are friendly and easy to talk to, 
patients allow students to perform 
nursing skills on them. 
69, 70 2 
Students should be taught directly on 
patient that helps us to absorb 
knowledge quicker. 
85 1 
The clinical teacher should be more 
enthusiastic in teaching. 
130 1 
The clinical teacher should pay more 162 1 
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attention on students and provide 
students guidance so we can develop 
our nursing capability. 
The clinical should visit the ward more 
regularly. 
175 1 
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Appendix J: Problematic items discussed and resolved by the researcher and 
the two forward translators 
 Original 
item 
Forward 
translation 1 
Forward 
translation 2 
Researcher’s 
comments and 
agreement made  
Affordances and engagement 
9.  Students are 
dissatisfied 
with what is 
done in the 
ward. 
Sinh viên không 
hài lòng với những 
gì khoa đang thực 
hiện. 
Sinh viên không 
hài lòng với 
những gì làm ở 
bệnh phòng. 
Different meanings in 
translation of “what 
is done in the ward”. 
Decided to use 
another phrase “cách 
làm việc”. 
15.  After the 
shift, the 
students 
have a sense 
of 
satisfaction. 
Sau tua trực, sinh 
viên có vẻ hài 
lòng. 
Sau ca làm việc, 
sinh viên có cảm 
giác hài lòng. 
Different texts “có 
vẻ” and “có cảm 
giác”, sentence 
structure was quite 
difficult to read. 
Rewrote the item in a 
more familiar 
structure. 
26.  Students 
have little 
opportunity 
to be 
involved 
with the 
process of 
handing over 
to staff in the 
ward for the 
next shift. 
Sinh viên ít có cơ 
hội được tham gia 
vào quy trình thay 
ca nhân viên trong 
khoa cho tua trực 
sau.  
Sinh viên ít có cơ 
hội tham gia quá 
trình bàn giao 
với nhân viên ca 
tiếp theo trong 
bệnh phòng.  
“vào quy trình thay 
ca nhân viên trong 
khoa cho tua trực 
sau” and “quá trình 
bàn giao với nhân 
viên ca tiếp theo 
trong bệnh phòng” 
have similar 
meanings but 
sentence structure 
was quite hard to 
read. Rewrote the 
item in a more 
familiar structure. 
33.  Students 
enjoy 
coming to 
this ward. 
Sinh viên thích thú 
tới khoa này.  
Sinh viên thích 
đến bệnh phòng 
này. 
 
“đến” has a vague 
meaning. Replaced 
"đến" with" được 
thực tập" for more 
clarity. 
36.  
 
There is little 
opportunity 
for a student 
to pursue 
his/her 
particular 
interest in 
this ward. 
Sinh viên ít có cơ 
hội được theo đuổi 
sở thích riêng cá 
nhân ở khoa này.  
Sinh viên ít có cơ 
hội để theo đuổi 
những ý thích 
đặc biệt tại bệnh 
phòng này. 
 
Both translations for 
“particular interest” 
are not equal 
meaning. Decided to 
use another phrase: 
“những vấn đề lâm 
sàng mà họ đặc biệt 
quan tâm”. 
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38.  The clinical 
teacher 
dominates 
debriefing 
sessions. 
Giáo viên lâm 
sàng kiểm soát các 
buổi tổng kết (sau 
tua trực, sau buổi 
học). 
Giáo viên lâm 
sàng độc chiếm 
phần nhận xét 
tổng kết. 
Unsure of both 
translations for 
“debriefing sessions” 
and “dominates”. 
Decided to use: "nói 
là chủ yếu trong các 
buổi giao ban" and 
"(sinh viên ít có cơ 
hội để đưa ra ý kiến 
hay hỏi những vấn đề 
mà sinh viên chưa 
rõ)" was added for 
more clarity. 
39.  This clinical 
placement is 
interesting. 
 
Thực hành lâm 
sàng rất thú vị. 
Chỗ học lâm 
sàng này rất thú 
vị. 
Meaning of translated 
texts of “This clinical 
placement” are not 
equal. Replaced the 
both translations with 
"việc thực hành lâm 
sàng tại khoa này". 
41.  Students 
seem to do 
the same 
type of tasks 
in every 
shift. 
Sinh viên có vẻ 
như làm cùng một 
nhiệm vụ trong tất 
cả các tua trực. 
Sinh viên có vẻ 
làm những nhiệm 
vụ giống nhau tại 
các ca. 
 
Sentence structure 
was quite difficult to 
read. Rewrote the 
item in a more 
familiar structure. 
Student Centredness 
1b.  The 
preceptor 
considers 
students’ 
feelings. 
Điều dưỡng tại 
khoa lưu ý tới cảm 
nhận của sinh 
viên. 
Người hướng 
dẫn lâm sàng cân 
nhắc những cảm 
nhận của sinh 
viên. 
Different translations 
for “Preceptor”. 
"Điều dưỡng của 
khoa" was accepted. 
2a.  The clinical 
teacher talks 
to rather than 
listens to the 
students. 
Giáo viên lâm 
sàng nói nhiều hơn 
nghe từ phía sinh 
viên.  
Giáo viên lâm 
sàng nói nhiều 
hơn là lắng nghe 
sinh viên. 
It was hard to 
understand “nói 
nhiều hơn” in 
Vietnamese. Decided 
to use " ít lắng nghe" 
for easy 
understanding. 
25. The clinical 
teacher 
seldom goes 
around the 
ward to talk 
to students. 
Giáo viên lâm 
sàng hiếm khi đi 
quanh khoa và nói 
chuyện với sinh 
viên. 
Giáo viên lâm 
sàng hiếm khi đi 
quanh bệnh 
phòng để nói 
chuyện với sinh 
viên. 
"Talk to" was 
translated as "nói 
chuyện" might 
mislead students so it 
was replaced to 
"hướng dẫn". 
37a. The clinical 
teacher is 
unfriendly 
Giảng viên lâm 
sàng không thân 
thiện và thiếu quan 
Giáo viên lâm 
sàng không thân 
thiện và coi 
“thiếu quan tâm” and 
“coi thường” have 
different meanings. " 
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and 
inconsiderate 
towards 
students. 
tâm tới sinh viên. 
 
thường sinh viên. không quan tâm" was 
accepted for 
"inconsiderate" 
Enabling individual engagement 
18.  Students 
have a say in 
how the shift 
is spent. 
Sinh viên được nói 
về tua trực diễn ra 
như thế nào. 
 
Sinh viên được 
thông báo về 
cách ca làm việc 
diễn ra thế nào. 
Different meanings in 
translation of the 
term “have a say”. 
"có quyền đề xuất" 
was replaced for 
more concise. 
Lack of innovation 
6.  All staff in 
the ward are 
expected to 
do the same 
work in the 
same way. 
Tất cả nhân viên 
của khoa được hy 
vọng làm cùng 
một việc theo cùng 
một cách. 
Tất cả nhân viên 
ở bệnh phòng 
được yêu cầu 
làm công việc 
giống nhau theo 
những cách 
giống nhau. 
 
“do the same work in 
the same way" was 
translated as "làm 
cùng một việc theo 
cùng một cách" and  
" làm công việc 
giống nhau theo 
những cách giống 
nhau" which are quite 
hard to read and 
understand. 
Therefore, both 
translations were 
replaced with "làm 
việc một cách rập 
khuôn" for easy 
reading and 
understanding.  
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Appendix K: CLEI - Preliminary forward translated version  
Pre-final translated version of the modified CLEI 
Hướng dẫn 
Mục đích của bộ câu hỏi này nhằm tìm hiểu quan điểm của bạn về môi trường thực 
tập tại một khoa lâm sàng mà bạn vừa mới thực tập gần đây nhất. Các câu trong bảng 
câu hỏi dưới đây nhằm khảo sát ý kiến của bạn về chất lượng môi trường học tại 
khoa lâm sàng này THỰC SỰ là như thế nào. Bạn hãy nêu ý kiến đánh giá của mình 
bằng cách tô đậm ô thích hợp theo thang điểm có sẵn. 
  
Rất 
đồng 
ý 
Đồng 
ý 
Không 
đồng ý 
Rất 
không 
đồng 
ý 
1a.  
Giáo viên lâm sàng quan tâm đến những 
cảm nhận của sinh viên. 
    
1b.  
Điều dưỡng của khoa quan tâm đến những 
cảm nhận của sinh viên. 
    
2a.  Giáo viên lâm sàng ít lắng nghe sinh viên.     
2b. Điều dưỡng của khoa ít lắng nghe sinh viên.     
3.  
Sinh viên mong đợi được đến thực tập tại 
khoa lâm sàng này. 
    
4. 
 
Sinh viên biết chính xác những nhiệm vụ họ 
cần phải làm ở khoa này. 
    
5. 
Những ý tưởng mới hiếm khi được thử 
nghiệm ở khoa này. 
    
6.  
Tất cả nhân viên ở khoa này đều được yêu 
cầu thực hiện công việc một cách rập 
khuôn. 
    
7.  
Giáo viên lâm sàng có sự trao đổi và góp ý 
riêng với các sinh viên. 
    
8.  
Sinh viên nỗ lực thực hiện những nhiệm vụ 
được giao tại khoa. 
    
9.  
Sinh viên không hài lòng với cách làm việc 
của khoa. 
    
10.  
Điều quan trọng ở khoa này là phải hoàn 
thành được một khối lượng công việc nhất 
định. 
    
11.  
Những phương pháp giảng dạy mới và khác 
biệt hiếm khi được sử dụng ở khoa này. 
    
12.  
Sinh viên thường được cho phép làm việc 
theo tốc độ của họ. 
    
13a.  
Giáo viên lâm sàng nỗ lực rất nhiều để giúp 
đỡ sinh viên. 
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13b.  
Điều dưỡng của khoa nỗ lực rất nhiều để 
giúp đỡ sinh viên. 
    
14.  
Khi thực tập ở khoa này, sinh viên mong 
nhanh hết giờ (không thể chờ đến hết buổi 
thực tập/ca trực). 
    
15.  
Sinh viên thấy hài lòng sau mỗi buổi thực 
tập/ca trực. 
    
16a.  
Trong quá trình hướng dẫn/dạy lâm sàng, 
giáo viên thường đi lạc đề thay vì bám sát 
nội dung. 
    
16b.  
Trong quá trình hướng dẫn/dạy lâm sàng, 
điều dưỡng của khoa thường đi lạc đề thay 
vì bám sát nội dung. 
    
17a.  
Giáo viên lâm sàng đã đưa ra những hoạt 
động dạy/học có tính đổi mới cho sinh viên. 
    
17b.  
Điều dưỡng của khoa đã đưa ra những hoạt 
động dạy/học có tính đổi mới cho sinh viên. 
    
18.  
Sinh viên có quyền đề xuất các buổi thực 
tập/ca trực nên diễn ra như thế nào. 
    
19a.  
 
Những sinh viên còn gặp khó khăn trong 
việc thực tập nhận được sự giúp đỡ từ giáo 
viên lâm sàng. 
    
19b. 
Những sinh viên còn gặp khó khăn trong 
việc thực tập nhận được sự giúp đỡ từ điều 
dưỡng của khoa. 
    
20. 
Trong quá trình thực tập tại khoa này, sinh 
viên để tâm đến những góp ý của những 
người khác (vd: giáo viên, bác sĩ, nhân viên, 
bệnh nhân, người nhà hoặc sinh viên 
khác...). 
    
21.  
Việc thực tập lâm sàng tại khoa này là lãng 
phí thời gian. 
    
22.  
Công tác tổ chức thực tập tại khoa này là 
không hợp lý. 
    
23.  
Phương pháp giảng dạy tại khoa này được 
đặc trưng bởi sự đổi mới và sự đa dạng. 
    
24.  
Sinh viên được phép thương lượng với giáo 
viên lâm sàng và điều dưỡng của khoa về 
khối lượng công việc sinh viên phải làm tại 
khoa. 
    
25. 
Giáo viên lâm sàng hiếm khi đến khoa hoặc 
bệnh phòng để hướng dẫn/hỗ trợ sinh viên. 
    
26.  
Sinh viên ít có cơ hội tham gia vào quá trình 
bàn giao giữa các ca trực của nhân viên 
trong khoa. 
    
27.  
Việc thực tập tại khoa lâm sàng này thật 
nhàm chán. 
    
28.  Khi đi thực tập tại khoa này, sinh viên được     
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giao nhiệm vụ rõ ràng nên sinh viên biết rõ 
những việc mình cần phải làm. 
29.  
Sinh viên làm việc với cùng một nhân viên 
điều dưỡng trong hầu hết thời gian thực tập 
tại khoa này. 
    
30. 
Phương pháp dạy lâm sàng tại khoa này cho 
phép sinh viên tiến bộ với chính tốc độ của 
họ. 
    
31a.  
Giáo viên lâm sàng không quan tâm đến 
hoàn cảnh cá nhân của sinh viên. 
    
31b.  
Điều dưỡng của khoa không quan tâm đến 
hoàn cảnh cá nhân của sinh viên. 
    
32.  
Trong quá trình thực tập tại khoa, sinh viên 
có cơ hội để bày tỏ ý kiến/quan điểm của 
mình. 
    
33.  Sinh viên thích được thực tập ở khoa này.     
34. Nhân viên ở khoa này thường đúng giờ.     
35a.  
Giáo viên lâm sàng thường đưa ra những 
hoạt động dạy/học thú vị cho sinh viên. 
    
35b.  
Điều dưỡng của khoa thường đưa ra những 
hoạt động dạy/học thú vị cho sinh viên. 
    
36.  
 
Sinh viên ít có cơ hội để theo đuổi những 
vấn đề lâm sàng mà họ đặc biệt quan tâm 
khi thực tập tại khoa này. 
    
37a. 
Giáo viên lâm sàng không thân thiện và 
không quan tâm đến sinh viên. 
    
37b.  
Điều dưỡng của khoa không thân thiện và 
không quan tâm đến sinh viên. 
    
38.  
Giáo viên lâm sàng nói là chủ yếu trong các 
buổi giao ban hoặc buổi giảng lâm sàng 
(sinh viên ít có cơ hội để đưa ra ý kiến hay 
hỏi những vấn đề mà sinh viên chưa rõ). 
    
39.  
Việc thực tập lâm sàng tại khoa này rất thú 
vị. 
    
40.  
Sự phân công khối lượng công việc (cho cả 
nhân viên và sinh viên) ở khoa này được lên 
kế hoạch rất cẩn thận. 
    
41.  
Sinh viên dường như chỉ làm những nhiệm 
vụ giống nhau trong tất cả các buổi thực 
tập/ca trực. 
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Appendix L: Final source version of the CLEI  
 
CLINICAL LEARNING ENVIRONMENT INVENTORY (CLEI) 
 
Directions 
The purpose of this questionnaire is to find out your views on your most recent 
clinical practice environment. These following questions aim to survey your thought 
about how the clinical practice environment ACTUALLY was. Please express your 
thought by shading the appropriate available scoring cell.  
  
Strongly 
Agree 
Agree Disagree 
Strongly 
Disagree 
 Affordances and engagement     
3.  
Students expected to practice in 
this clinical ward. 
    
4. 
Student knew exactly what had to 
be done in this ward. 
    
9.  
Students were not satisfied with the 
way that work was done in the 
ward. 
    
14.  
During practice time in this ward, 
students wished time has been 
running out soon (couldn’t wait 
until their practical session/ shift 
completed). 
    
15.  
Students feel satisfied after each 
practice session / shift.  
    
21.  
The clinical practice in this ward 
was a waste of time. 
    
22.  
The clinical placement in this ward 
was disorganised. 
    
23.  
The teaching methods at this ward 
were characterized by innovation 
and variety. 
    
26.  
Students had fewer opportunities to 
participate in the process of 
handover between shifts of the staff 
in the ward. 
    
27.  
The practice in this clinical ward 
was boring. 
    
33.  
Students enjoyed to practice in this 
ward. 
    
34. 
Staffs in this ward are usually 
punctual. 
    
36.  Students had little opportunities to     
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 pursue the issues that they are 
particularly interested in this ward.  
38.  
Clinical teachers monopolised the 
debriefing sessions (students had 
very little opportunity to talk or ask 
questions). 
    
39.  
The clinical placement was very 
interesting. 
    
41.  
It seems that students just did the 
same tasks in all practice sessions/ 
shifts 
    
 Student Centredness     
1a 
The clinical teachers considered 
students’ feeling. 
    
1b.  
Staff nurses considered students’ 
feeling. 
    
2a.  
The clinical teachers talked rather 
than listened to the students. 
    
2b. 
Staff nurses talked rather than 
listened to the students. 
    
7.  
The clinical teacher talks 
individually with students. 
    
13a.  
The clinical teachers made effort to 
help students. 
    
13b.  
Staff nurses made effort to help 
students. 
    
16a.  
Clinical teachers are often off-topic 
instead of sticking to the point. 
    
16b.  
Staff nurses are often off-topic 
instead of sticking to the point. 
    
17a.  
The clinical teachers thought of 
innovative activities for students. 
    
17b.  
Staff nurses thought of innovative 
activities for students. 
    
19a.  
 
The clinical teachers helped 
students who have difficulties in 
practice. 
    
19b. 
Staff nurses helped students who 
have difficulties in practice. 
    
25. 
The clinical teachers rarely visited 
the clinical ward/ patient rooms to 
support students. 
    
31a.  
The clinical teacher was not 
interested in students’ problems. 
    
31b.  
Staff nurses were not interested in 
students’ problems. 
    
37a. 
The clinical teachers were 
unfriendly and inconsiderate 
towards the students. 
    
  
Appendices 193 
37b.  
Staff nurses were unfriendly and 
inconsiderate towards students. 
    
 Enabling individual engagement     
12.  
Students were often allowed to 
work on their own speed. 
    
18.  
Students were allowed to propose 
how practice sessions /shift will be 
spent. 
    
24.  
Students were allowed to negotiate 
their work load with their clinical 
teacher and staff nurses in this 
ward. 
    
30. 
Teaching methods allowed students 
to proceed at their own speed. 
    
 Valuing nursing work     
8.  
Students made effort with their 
work in the ward. 
    
10.  
The important thing in this ward is 
a certain amount of work should be 
done. 
    
20. 
Students in this ward paid attention 
to what others said (e.g. clinical 
teachers, staff, patients and their 
relatives, other students…). 
    
 Fostering workplace learning     
28.  
Assignment for students in this 
ward was clear so that they know 
what to do. 
    
29.  
The same staff nurse worked with 
the students for most of the 
practicum period. 
    
32.  
Students had opportunities to 
express their opinions in this ward. 
    
35a.  
The clinical teachers often think of 
interesting teaching/learning 
activities for students. 
    
35b.  
Staff nurses often think of 
interesting teaching/learning 
activities for students.  
    
40.  
Workload allocations (for both 
staff and students) in this ward 
were planned very carefully. 
    
 Lack of innovation     
5. 
New ideas are rarely trialled at this 
clinical ward. 
    
6.  All of the staffs in this ward are     
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required to perform the same work 
in the same way.   
11.  
New and differences teaching 
methods were rarely used in this 
ward. 
    
    
Thank you for your participation 
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Appendix M: V-CLEI Item Level Content Validity Index 
No Items 
Item CVI 
Relevance Clarity Comprehen-
siveness 
Adequacy 
of the 
rating 
scale 
1a 
The clinical teacher 
considers students’ 
feelings. 
1.0 1.0 1.0 1.0 
1b 
The preceptor considers 
students’ feelings. 
1.0 1.0 1.0 1.0 
2a 
The clinical teacher talks 
to rather than listens to 
students. 
1.0 0.98 0.98 1.0 
2b 
The preceptor talks to 
rather than listens to 
students. 
1.0 0.98 0.98 1.0 
3 
Students look forward to 
coming to clinical 
placement. 
1.0 1.0 1.0 1.0 
4 
Students know exactly 
what has to be done in 
the ward. 
1.0 1.0 1.0 1.0 
5 
New ideas are seldom 
tried out in this ward. 
0.95 0.85 0.85 1.0 
6 
All staff in the ward are 
expected to do the same 
work in the same way. 
0.98 0.98 0.98 1.0 
7 
The clinical teacher talks 
individually with 
students. 
1.0 1.0 1.0 1.0 
8 
Students put effort into 
what they do in the 
ward. 
1.0 1.0 1.0 1.0 
9 
Students are dissatisfied 
with what is done in the 
ward. 
1.0 1.0 1.0 1.0 
10 
Getting a certain amount 
of work done is 
important in this ward. 
0.90 0.95 0.95 1.0 
11 
New and different ways 
of teaching students are 
seldom used in the ward. 
1.0 1.0 1.0 1.0 
12 
Students are generally 
allowed to work at their 
own pace. 
1.0 1.0 1.0 1.0 
13a 
The clinical teacher goes 
out of his/her way to 
1.0 0.98 0.98 1.0 
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help students. 
13b 
The preceptor goes out 
of his/her way to help 
students. 
1.0 0.98 0.98 1.0 
14 
Students “clock watch” 
in this ward (can’t wait 
till the end of the shift). 
1.0 1.0 1.0 1.0 
15 
After the shift, the 
students have a sense of 
satisfaction. 
1.0 1.0 1.0 1.0 
16a 
The clinical teacher 
often gets sidetracked 
instead of sticking to the 
point. 
1.0 1.0 1.0 1.0 
16b 
The preceptor often gets 
sidetracked instead of 
sticking to the point. 
1.0 1.0 1.0 1.0 
17a 
The clinical teacher 
thinks up innovative 
activities for students. 
1.0 1.0 1.0 1.0 
17b 
The preceptor thinks up 
innovative activities for 
students. 
1.0 1.0 1.0 1.0 
18 
Students have a say in 
how the shift is spent. 
1.0 1.0 1.0 1.0 
19a 
The clinical teacher 
helps the student who is 
having trouble with the 
work. 
1.0 1.0 0.98 1.0 
19b 
The preceptor helps the 
student who is having 
trouble with the work. 
1.0 1.0 0.98 1.0 
20 
Students in this ward pay 
attention to what others 
are saying. 
1.0 1.0 1.0 1.0 
21 
This clinical placement 
is a waste of time. 
0.98 1.0 1.0 1.0 
22 
This is a disorganised 
clinical placement. 
1.0 1.0 1.0 1.0 
23 
Teaching approaches in 
this ward are 
characterised by 
innovation and variety. 
1.0 1.0 1.0 1.0 
24 
Students are allowed to 
negotiate their work load 
in the ward. 
1.0 1.0 1.0 1.0 
25 
The clinical teacher 
seldom visits the ward to 
talk to students. 
1.0 1.0 1.0 1.0 
26 Students have little 1.0 1.0 1.0 1.0 
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opportunity to be 
involved with the 
process of handing over 
to staff in the ward for 
the next shift. 
27 
This clinical placement 
is boring. 
1.0 1.0 1.0 1.0 
28 
Ward assignments are 
clear so that students 
know what to do. 
1.0 1.0 1.0 1.0 
29 
The same ward staff 
member works with the 
students for most of this 
placement. 
0.98 1.0 1.0 1.0 
30 
Teaching approaches 
allow students to 
proceed at their own 
pace. 
1.0 1.0 1.0 1.0 
31a 
The clinical teacher is 
not interested in 
students’ problems. 
1.0 1.0 1.0 1.0 
31b 
The preceptor is not 
interested in students’ 
problems. 
1.0 1.0 1.0 1.0 
32 
There are opportunities 
for students to express 
opinions in this ward. 
1.0 1.0 1.0 1.0 
33 
Students enjoy coming 
to this ward. 
1.0 1.0 1.0 1.0 
34 
Ward staff are often 
punctual. 
0.95 1.0 1.0 1.0 
35a 
The clinical teacher 
often thinks of 
interesting activities for 
the students. 
1.0 1.0 1.0 1.0 
35b 
The preceptor often 
thinks of interesting 
activities for the 
students. 
1.0 1.0 1.0 1.0 
36 
There is little 
opportunity for a student 
to pursue his/her 
particular interest in this 
ward. 
1.0 1.0 1.0 1.0 
37a 
The clinical teacher is 
unfriendly and 
inconsiderate towards 
students. 
1.0 1.0 1.0 1.0 
37b The preceptor is 1.0 1.0 1.0 1.0 
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unfriendly and 
inconsiderate towards 
students. 
38 
The clinical teacher 
dominates debriefing 
sessions. 
1.0 1.0 1.0 1.0 
39 
This clinical placement 
is interesting 
1.0 1.0 1.0 1.0 
40 
Workload allocations in 
this ward are carefully 
planned. 
1.0 1.0 1.0 1.0 
41 
Students seem to do the 
same type of tasks in 
every shift. 
1.0 1.0 1.0 1.0 
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Appendix N: V-CLEI 
(Final translated version of the modified CLEI) 
ĐÁNH GIÁ MÔI TRƯỜNG THỰC HÀNH LÂM SÀNG 
Hướng dẫn trả lời: 
Mục đích của bộ câu hỏi này nhằm tìm hiểu quan điểm của bạn về môi trường thực 
tập tại một khoa lâm sàng mà bạn vừa mới thực tập gần đây nhất. Các câu trong bảng 
câu hỏi dưới đây nhằm khảo sát ý kiến của bạn về chất lượng môi trường học tại 
khoa lâm sàng này THỰC SỰ là như thế nào. Bạn hãy nêu ý kiến đánh giá của mình 
bằng cách tô đậm ô thích hợp theo thang điểm có sẵn. 
STT Nội dung 
Rất 
đồng 
ý 
Đồng 
ý 
Không 
đồng ý 
Rất 
không 
đồng 
ý 
1a.  
Giáo viên lâm sàng quan tâm đến những 
cảm nhận của sinh viên. 
    
1b.  
Điều dưỡng của khoa quan tâm đến những 
cảm nhận của sinh viên. 
    
2a.  Giáo viên lâm sàng ít lắng nghe sinh viên.     
2b. Điều dưỡng của khoa ít lắng nghe sinh viên.     
3.  
Sinh viên mong đợi được đến thực tập tại 
khoa lâm sàng này. 
    
4. 
 
Sinh viên biết chính xác những nhiệm vụ họ 
cần phải làm ở khoa này. 
    
5. 
Những ý tưởng chăm sóc mới hiếm khi 
được thử nghiệm ở khoa này. 
    
6.  
Tất cả nhân viên ở khoa này đều được yêu 
cầu thực hiện công việc một cách rập 
khuôn. 
    
7.  
Giáo viên lâm sàng có sự trao đổi và góp ý 
riêng với các sinh viên. 
    
8.  
Sinh viên nỗ lực thực hiện những nhiệm vụ 
được giao tại khoa. 
    
9.  
Sinh viên không hài lòng với cách làm việc 
của khoa. 
    
10.  
Điều quan trọng ở khoa này là phải hoàn 
thành được một khối lượng công việc nhất 
định. 
    
11.  
Những phương pháp giảng dạy mới và khác 
biệt hiếm khi được sử dụng ở khoa này. 
    
12.  
Sinh viên thường được cho phép làm việc 
theo tốc độ của họ. 
    
13a.  
Giáo viên lâm sàng nỗ lực rất nhiều để giúp 
đỡ sinh viên. 
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13b.  
Điều dưỡng của khoa nỗ lực rất nhiều để 
giúp đỡ sinh viên. 
    
14.  
Khi thực tập ở khoa này, sinh viên mong 
nhanh hết giờ (không thể chờ đến hết buổi 
thực tập/ca trực). 
    
15.  
Sinh viên thấy hài lòng sau mỗi buổi thực 
tập/ca trực. 
    
16a.  
Trong quá trình hướng dẫn/dạy lâm sàng, 
giáo viên thường đi lạc đề thay vì bám sát 
nội dung. 
    
16b.  
Trong quá trình hướng dẫn/dạy lâm sàng, 
điều dưỡng của khoa thường đi lạc đề thay 
vì bám sát nội dung. 
    
17a.  
Giáo viên lâm sàng đã đưa ra những hoạt 
động dạy/học có tính đổi mới cho sinh viên. 
    
17b.  
Điều dưỡng của khoa đã đưa ra những hoạt 
động dạy/học có tính đổi mới cho sinh viên. 
    
18.  
Sinh viên có quyền đề xuất các buổi thực 
tập/ca trực nên diễn ra như thế nào. 
    
19a.  
 
Sinh viên nhận được sự giúp đỡ từ giáo 
viên lâm sàng khi gặp khó khăn trong việc 
thực tập. 
    
19b. 
Sinh viên nhận được sự giúp đỡ từ điều 
dưỡng của khoa khi gặp khó khăn trong 
việc thực tập. 
    
20. 
Trong quá trình thực tập tại khoa này, sinh 
viên chú ý đến những góp ý của những 
người khác (vd: giáo viên, bác sĩ, nhân 
viên, bệnh nhân, người nhà hoặc sinh viên 
khác...). 
    
21.  
Việc thực tập lâm sàng tại khoa này là lãng 
phí thời gian. 
    
22.  
Công tác tổ chức thực tập tại khoa này là 
chưa hợp lý. 
    
23.  
Phương pháp giảng dạy tại khoa này được 
đặc trưng bởi sự đổi mới và sự đa dạng. 
    
24.  
Sinh viên được phép thương lượng với giáo 
viên lâm sàng và điều dưỡng của khoa về 
khối lượng công việc sinh viên phải làm tại 
khoa. 
    
25. 
Giáo viên lâm sàng hiếm khi đến khoa hoặc 
bệnh phòng để hướng dẫn/hỗ trợ sinh viên. 
    
26.  
Sinh viên ít có cơ hội tham gia vào quá 
trình bàn giao giữa các ca trực của nhân 
viên trong khoa. 
    
27.  
Việc thực tập tại khoa lâm sàng này thật 
nhàm chán. 
    
28.  
Khi đi thực tập tại khoa này, sinh viên được 
giao nhiệm vụ rõ ràng nên sinh viên biết rõ 
những việc mình cần phải làm. 
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29.  
Sinh viên làm việc với cùng một nhân viên 
điều dưỡng trong hầu hết thời gian thực tập 
tại khoa này. 
    
30. 
Phương pháp dạy lâm sàng tại khoa này cho 
phép sinh viên tiến bộ với chính tốc độ của 
họ. 
    
31a.  
Giáo viên lâm sàng không quan tâm đến 
hoàn cảnh cá nhân của sinh viên. 
    
31b.  
Điều dưỡng của khoa không quan tâm đến 
hoàn cảnh cá nhân của sinh viên. 
    
32.  
Trong quá trình thực tập tại khoa, sinh viên 
có cơ hội để bày tỏ ý kiến/quan điểm của 
mình. 
    
33.  Sinh viên thích được thực tập ở khoa này.     
34. Nhân viên ở khoa này thường đúng giờ.     
35a.  
Giáo viên lâm sàng thường đưa ra những 
hoạt động dạy/học thú vị cho sinh viên. 
    
35b.  
Điều dưỡng của khoa thường đưa ra những 
hoạt động dạy/học thú vị cho sinh viên. 
    
36.  
 
Sinh viên ít có cơ hội để theo đuổi những 
vấn đề lâm sàng mà họ đặc biệt quan tâm 
khi thực tập tại khoa này. 
    
37a. 
Giáo viên lâm sàng không thân thiện và 
không quan tâm đến sinh viên. 
    
37b.  
Điều dưỡng của khoa không thân thiện và 
không quan tâm đến sinh viên. 
    
38.  
Giáo viên lâm sàng nói là chủ yếu trong các 
buổi giao ban hoặc buổi giảng lâm sàng 
(sinh viên ít có cơ hội để đưa ra ý kiến hay 
hỏi những vấn đề mà sinh viên chưa rõ). 
    
39.  
Việc thực tập lâm sàng tại khoa này rất thú 
vị. 
    
40.  
Sự phân công khối lượng công việc (cho cả 
nhân viên và sinh viên) ở khoa này được 
lên kế hoạch rất cẩn thận. 
    
41.  
Sinh viên dường như chỉ làm những nhiệm 
vụ giống nhau trong tất cả các buổi thực 
tập/ca trực. 
    
    
 
Cám ơn bạn đã hoàn thành bảng câu hỏi! 
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Appendix O: Confirmatory Factor Analysis Diagram 
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Appendix P: Author’s permission for use of the modified CLEI  
 
 
 
 
